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AN UNUSUAL PURPURIC SYNDROME 


M. Moses, M.D. (WaRSAW) 
and 
Jack H. MEDALIE, B.Sc., M.B., B.CH. (RAND) 


In this paper we present the case of a young adult who 
was admitted as an ‘acute Abdomen’ and who then 
developed all the protean manifestations of the syn- 
drome known variously as purpura simplex, idiopathic 
purpura, anaphylactoid purpura, etc. The various 
signs and symptoms presented by this patient seem to 
support the almost perfect case in favour of Sir William 
Osler’s contention that Henoch’s, Schonlein’s and other 
forms of idiopathic purpura may all be grouped 
together as one clinical entity with protean manifesta- 
tions. 
CASE HISTORY 


N.H., a European male aged 18 years, was admitted to 
the Surgical Wards on 18 February 1949, with the com- 
plaint of generalized abdominal pain for three days. 
Three days before admission the patient developed 
severe cramp-like pains over the whole abdomen. The 
pain came in severe attacks, and never left him entirely. 
He has not felt bilious, has not vomited and had his 
last stool, which was quite normal, on 17 February 
1949. There is still pain over the whole abdomen, not 
confined to any particular point. The patient had been 
operated on for acute appendicitis in December 1948, 
and has had rheumatic fever twice—the last time in 
March 1948. 

On Examination. The heart is not enlarged. No 
murmurs. Slapping first apical sound. Pulse 120 per 
minute. Full and regular. Blood pressure, 100/60 
mm. Hg. 

Abdomen. Healed McBurney’s incision. No respira- 
tory movement. Generalized rigidity and guarding 
especially in the right iliac fossa. Rovsing’s sign nega- 
tive. Rebound tenderness—positive. Liver dullness 
in mid-axillary line, normal. Borborygmi—few but 
normal in character. 

Rectal Examination. Tender in all directions. 
Urine: N.A.D. Temperature: Normal. White Cell 
Count: 14.000 per c. mm. Polymorphonuclear leuco- 
cytosis. Rest of examination—no positive significant 
findings. 

The diagnosis at this stage was acute peritonitis of 
obscure etiology. 


As the history was one of three days and the diag- 
nosis obscure, no operation was considered at that 
stage and he was put on streptomycin 2 gm. per 24 
hours. Intravenous fluid therapy was instituted and 
hourly pulse rate was charted. 


Progress: 19 February 1949. No clinical change. Received 
anti-spasmodic suppository. 

20 February 1949: Morning. Maximum abdominal tender- 
ness in left iliac fossa. No other change. 

Evening. He developed pain in the left ankle joint and 
reddish ~ sa appeared over the dorsum of the left foot. They 
soon coa i to form a large red painful area. Streptomycin 
was stopped. 

21 February 1949. Abdomen less rigid. Tender over both 
olecranons. ft foot swollen and tender. Rash, similar to 
that on left foot, beginning on right foot. 

22 February 1949. Both knees warm and painful. Both 
feet swollen and painful. Both elbows painful. Abdomen— 
slight improvement. Heart—no change. 

3 February 1949: Abdomen. Complaining of pain in left 
hypogastrium where there is the maximum tenderness. Right 
wrist joint swollen. Temperature 99.4° F. White cell count 
8,600 per c.mm. Put on intramuscular penicillin and oral 
sodium salicylate mixture—20 gm. per 24 hours. 

24 February 1949. Left hand improved. Right calf has 
red painful spots. 

26 February 1949. Joint tenderness spreading. 

27 February 1949. Right metacarpo-phala 
involved. Tender over second and third lumbar spines. 
Abdomen generalized tenderness. Penicillin 

2 March 1949. Transferred to Medical Ward. Electro- 
cardiogram revealed a sinus tachycardia. 

4 March 1949. Feels better. Left thigh—fresh small red 
spots which do not disappear on (? 

5 March 1949. Severe abdominal pain followed by diarrhoea 
with bright red blood. ‘Purpuric”’ spots have become wide 
spread over body and limbs. Joints—slight improvement. 

7 March 1949. Deterioration of general condition. Severe 
abdominal pain mainly on right side and now pain on deep 
inspiration. Liquid stools with blood clots. Joints—slight 
improvement. Only obvious new site involved by purpuric 
spots is the umbilical region. Most of remaining purpuric 
spots are not as intensely red as on the previous day. 
eee received a blood transfusion 250 c.c. of compatible 

8 March 1949. Some joint pains, otherwise no complaints. 

9 March 1949. He feels very much better. No joint pai 
Stool—no blood. Few small red spots over left olecranon. 
All red spots have almost completely faded. 

13 March 1949. A few spots left, but no new areas have 
been involved since 7 March, the day he received a blood 
transfusion. Abdomen—painful to deep pressure but very 
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much more relaxed and for the first time a slightly enlarged 
spleen was palpable. 

Further Progress. Slow but steady improvement; the patient 
was allowed up when the erythrocyte sedimentation rate 
returned to normal. 

There was a definite steady improvement from the time the 
patient received a blood transfusion. 


INVESTIGATIONS 
mJ. ped (3 March 1949): 1 min. 15 sec.; (13 March 1949): 


Im 
Cloning "Time (3 March 1949): 6 min. 20 sec.; (13 March 1949): 
6 min. 
(The above figures are within the pone, ~~? ) 
Platelet Count (3 March 1949): 102,000 per 
Prothrombin Index (6 March 1949): 50%; m4 “March 1949): 75%. 
Erythrocyte Sedimentation Rate 
1 March 7 March 14 March 21 March 
1949 1949 1949 1949 
Drop in | hour: 32 mm. 79mm. 43mm. 40mm. 
Drop in 2 hours: 75mm. 112mm. 86mm. 60mm. 
By the end of April 1949 the erythrocyte sedimentation rate 
had returned to normal. 
Kahn Test: Negative. 
Electrocardiogram on 2 March 1949 revealed a sinus tachycardia. 
Temperature: Slight elevation of temperature from admission till 
27 February 1949 when it returned to normal. Slight elevations 
on EA 8 and 9 March 1949. 
highest figure recorded throughout hospital stay was 
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6. He received 250 cc. of compatible blood on 7 
March 1949. 

7. At various times he was given anti-spasmodic 
suppositories for his cramp-like abdominal pain. 


DISCUSSION 


The diagnosis on admission was acute peritonitis, the 
exact etiology of which was obscure, but as the history 
was of three days duration it was decided to treat him 
conservatively. There was no change in his condition 
until the evening of 20 February 1949, when he 
developed a painful left ankle joint and red patches 
over his foot. At this. stage streptomycin was stopped 
in case it had been the cause of the reaction—which, 
however, we thought unlikely. By 23 February 1949 
the diagnosis seemed to be one of ‘acute rheumatic 
fever with erythema multiforme,’ although the exact 
mechanism of the abdominal pain was uncertain. This 
continued to be the most likely diagnosis until 4 March 
1949, when the appearance of small red spots on the 
left thigh which resembled those commonly seen in 
purpuric conditions, suggested the latter syndrome. 
The development of bloody diarrhoea gave a very good 
insight into what was happening in the abdomen and 


382 
further strengthened the diagnosis of ‘purpuric syn- 
Urine. 18 February 1 March 11 March 21 March drome,’ which, from laboratory tests appeared to be 
Albumin et iad Trace Trace of the ‘Idiopathic or Anaphylactoid’ type. It further 
gar _ _ ~ seemed to correspond, on the one hand to Schonlein’s, 
pad and on the other, to Henoch’s type. 
a — *. 0-3/field 0-3/field Once it seemed clear what the diagnosis was, a small 
Leucocytes — — 8-10/field 0-3/field whole blood transfusion was given with dramatic 
Casts... — results. The patient never looked back and although 
Crystals .. Occasional Urates Urates Occasional’ was a long convalescence he progressed slowly but 
oxalate urates 
end urate surely. 
Stools. Idiopathic Purpura ’ as defined by George B. Minot* 
1 March 1949 5 bee 1949 is ‘a frequently recurrent but rarely fatal morbid state, _ 
Normal. pan tea sia characterised by purpura and often associated with — 
other exudative lesions, joint manifestations and vis- _ 
Blood Counts 
18 February 23 February 1 March 3 March 7March 10 March 14 March 21 March 
moglobin 83% 80% 80% 15% 80% 
Red "Cells per c.mm. 4-3 4 4-2 4 3-8 4-3 
White Cells . 14,000 8,600 8,600 9,600 15,200 6,600 5,500 7,400 } 
Eosinophils .. 2% -- 1% — 1% 2% 3% 1% 
Neutrophils .. 15% 68% 83% TX 87% 64%, 74% 62% 
Lymphocytes. . 2 — 13% 31% » > 4 30% 20% 30% 
Monocytes .. 1% — 3% 9% 6% 4% 3% 4% 
Toxic Toxic 1 plasma 
granu- granu- 1 Turk 
lations. lations. cell. 
TREATMENT ceral symptoms but without known abnormality of the | 


1. Fluid intake and output chart to control fluid 
balance 


2. Hourly pulse—for first 48 hours. 

3. Stre pay received 2 gm. per 24 hours intra- 
muscularly for about 48 hours from time of admission. 

4. Penicillin intramuscularly in doses of 30,000 units 
every three hours from 23 to 28 February 1949. 

5. Sodium salicylate mixture from 23 to 25 February 
1949, when it was changed to pyramidon 1.5 gm. per 
24 hours till 20 March 1949. (This change was on the 
advice of a consultant physician). 


blood.’ According to this definition the case presented 
would seem to fit into the category of ‘ Idiopathic 
Purpura ’ about which W. Boyd* points out that ‘ owing 
to the differences in symptomatology, the cases have 
been regarded as belonging to different diseases, and 
such names as purpura simplex, schonlein and henoch’s 
are used.’ W. Osler* has emphasized the important 
fact that purpura is not the only manifestation of 
vascular disturbance, and that urticaria and erythema 
may also occur and may be responsible for visceral 
symptoms which play so important a part in this 
group of cases. The essence of the condition appears 
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to be an increased permeability of the blood vessels 
allowing either plasma or red cells to pass through the 
walls and bearing a strong resemblance to the 
anaphylactic state. The blood platelets are normal and 
bear no relation to the condition. 

From this we pass on to consider the diagnosis of 
‘rheumatic fever’ that was held for some time. It is 
interesting to ponder whether there is any connection 
between rheumatic fever and purpura, in the sense that 
both exhibit anaphylactoid reactions to strains of strep- 
tococci or other organisms. Mitchell Rubin®* states 
that in Schonlein’s type, ‘ bacterial infection (? bacterial 
allergy) plays the major role. Its association with 
arthritis makes its differentiation from rheumatic fever 
difficult." W. Boyd*, however, states that although 
Schonlein’s is also sometimes known as “ pelious 
rheumatica ” from the belief that it is a manifestation 
of acute rheumatic fever—there is not the slighest 
ground for this view and the name should be given up.’ 
Mentioning the fact that our patient had had two 
previous attacks of acute rheumatic fever, we leave this 
point by allowing George B. Minot® to complicate 
matters further when he states that in the group of 
people who develop idiopathic purpura, rheumatic 
fever, arthritis and fibrositis are very common. 

Finally we consider the most interesting feature of 
this case: its presentation as an ‘ acute abdomen’ with 
the /ater development of skin and joint manifestations. 
In Henoch’s type of purpura there ‘may be great 
transudations of serum into the wall of the stomach 
and intestine with the production of acute abdominal 
symptoms such as pain, vomiting and diarrhoea; a 
condition which may readily prove a pitfall to the 
surgeon®.’ 

Cases have been reported in the literature where 
‘ purpuric’’ abdomens have gone on to intussusception 
and were operated on; but for us, the most interesting 
cases reported are by H. V. Mondor* when he records 
two cases of ‘acute abdomens’ which on laparatomy 
were found to have subserosal and mesenteric 
haemorrhages. Both these cases developed their skin 
manifestations a few days after the operation. 

From all this it would seem that we have here another 
example of an ‘idiopathic purpura’ or as some would 
prefer it, the ‘ combined arthritic and abdominal forms 
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of an exudative diathesis,’ in which the abdominal 
symptoms were predominant and gave rise to the pic- 
ture of an ‘acute abdomen,’ and only later developed 
skin and joint manifestations. 

The therapeutic value of a small normal whole blood 
transfusion is strongly demonstrated. This case is 
further striking evidence in favour of the point of view 
of Osler, Boyd, etc., when they say that Henoch’s, 
Schonlein’s, etc. are not different diseases, but merely 
protean manifestations of the same condition. 


SUMMARY 


1. An unusual case of ‘idiopathic purpura’ is 
recorded. The case presented as an ‘acute abdomen’ 
developing skin and join manifestations five days after 
the onset of the abdominal symptoms. 

2. The case presents corroborative evidence of the 
theory that Henoch’s, Schonlein’s and anaphylactoid 
types of purpura are not distinct conditions, but merely 
protean manifestations of one syndrome. 

3. The relationship between ‘rheumatic fever’ and 
the ‘ purpuric syndrome ’ is discussed. 

4. The therapeutic value of a small whole blood 
transfusion is demonstrated. 


We would like to thank Dr. Lehman for his help and advice 
during the preparation of this paper. 
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MANAGEMENT OF THE MALLET FINGER 


NORMAN ROSENZWEIG, M.B., M.Cu.OrTH., F.R.C.S. (EDIN.) 
Cape Town 


Mallet finger is the deformity in which the terminal 
phalanx of a finger is flexed and the power of 
active extension is lost. It may arise from an incised 
wound over the dorsum of the finger, in which the 
lateral slips of the extensor tendon are divided, or a 
direct injury over their insertion resulting in sub- 
cutaneous rupture. Most commonly, however, it is 
due to forcible flexion of the finger in which the 
extensor tendon is actively contracting. This results in 
disinsertion of the lateral slips or avulsion of a bony 


fragment carrying the insertion. In the case of children, 
the whole epiphysis may be avulsed. The condition 
should be carefully differentiated from a similar 
deformity in the thumb, usually due to rupture of the 
extensor pollicis longus tendon where it crosses the 
lower end of the radius. 

Two forms of treatment of the mallet finger are 
usually described. In the routine conservative 
management, the affected finger is immobilized in 
flexion at the proximal interphalangeal and hyper- 
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extension at the distal interphalangeal joint for six to 
eight weeks. As an alternative, operative repair of the 
lateral slips of the long extensor tendon is described 
or operative replacement of the avulsed fragment of 
bone from the dorsum of the distal phalanx when this 
occurs. The impression is created that the results of 
treatment are universally good. 

A critical assessment of the late results, however, 
shows that this is by no means the case. The results 
of the recommended operative treatment, particularly, 
leave a lot to be desired. There appear to be three 
reasons for this. 

i. Whether treated by immobilization, operation, or 
left entirely untreated, nature restores the continuity in 
the tendon, but in the untreated case this naturally 
occurs with lengthening. In the case of a young child 
this tends to right itself with time as the bones appear 
to grow at a relatively faster rate than the lengthened 
tendon, leading to the slack being taken up. Con- 
sequently it is not surprising to find children, in whom 
‘failure’ with conservative treatment has been 
recorded, turning up years later with a normal finger. 
This does not tend to occur so often in adults. 

ii. In the process of repair a varying amount of 
peritendinous fibrosis with adhesion formation occurs, 
with the result that the tendon may become adherent 
to the underlying bone, thus interfering with move- 
ments. It seems quite likely that this may be largely 
the cause of the poor results following operative 
repair, where much more reaction occurs than with 
conservative treatment. In some of these cases a late 
tenolysis may turn a poor result into a good one, 
provided no interference with joint mobility has 
occurred. 

iii. From the proximity of the tendon to the distal 
interphalangeal joint, quite apart from the fact that 
the soft tissue disruption at the time of injury may 
actually extend into the joint, lesser degrees of joint 
damage may be anticipated, with the possibility of 
resultant joint adhesions. In a case where this has 
occurred, the result of prolonged immobilization, 
particularly in individuals advanced in years, will be 
poor as regards function. 

There is yet a further factor to be considered. In 
a certain type of person, where co-operation cannot be 
obtained, with immobilization of the single finger, the 
patient may not carry out the instructions to keep 
exercising the remaining fingers. The result is that 
restriction of movement in them may occur in addition 
to the affected finger. 

The following, then, are the possibilities that may 
eventuate following the adoption of the standard 
treatment : — 

1. The patient may make a complete recovery. 
This applies particularly to cases seen early, treated by 
conservative measures. 

2. In the child there may be apparent failure 
initially, followed by complete recovery later. 

3. There may be complete failure with a mobile 
terminal phalanx. This is an uncommon result after 
immobilization. 

4. There may be complete failure, with the terminal 
phalanx fixed in the deformed position. 
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5. There may be restitution to extension of the 
terminal phalanx but it becomes fixed in this position. 


By contrast, if in the active painful phase the joint ~ 


is simply protected with light elastoplast strapping, 
and this is dispensed with after a week or two, provided 
it is followed by full passive movements of the joints 


a number of times a day, in a large proportion of cases — 
This applies even in the © 


the disability is negligible. 
case of manual workers. If full passive mobility of 
the joint is maintained, the patients learn passively to 
push the terminal phalanx straight when required and 


a number develop a trick actually to maintain this © 


position. 

If this line of treatment is adopted, and is not 
successful from the patient’s point of view, what should 
one do? Before proceeding any further one should 
assess the objective disability as opposed to the 
subjective. If the objective disability does prove to be 


> 


significant, one has the choice of two lines of action, — 
viz. disarticulation through the terminal interphalangeal | 
joint or arthrodesis of the joint. The decision depends © 


largely on the social and economic factors involved; 
e.g. in the labourer in whom an early return to work 
is desirable, one chooses the former. On the other 
hand in the case of the young housewife, where the 
appearance with the desire to be able to continue 
manicuring the affected nail is the major factor to be 
considered, and time is not an important factor, the 
latter would be chosen. 

Accordingly, except in the child and young adult, 


where there is no contra-indication to the six to eight © 


weeks’ routine immobilization, the whole position 


should be discussed with the patient before a line of , 


treatment is adopted. 

It should be pointed out that with immobilization of 
the finger flexed at the proximal interphalangeal joint 
and extended at the distal one for a period of 14-2 


months, there is a good chance of normality being © 


restored, but this cannot be guaranteed. There is also 
the possibility that the finger may become ‘stiff’. This 


last should be particularly stressed if the patient is | 


advanced in years. 
On the other hand it should be pointed out to him 
that the injury is not a serious one and that if the 
tient perseveres after a brief period of support with 
1 passive movements of the joint, there is unlikely 
to be any significant disability and an early return to 
work will be possible. 


When the position is explained to the patients and © 


the choice left to them, it is surprising how many 
happily elect the latter line of treatment. 


SUMMARY 


1. The results of the routine treatment of the mallet 
finger are not universally good. This applies 
particularly to results of operative treatment. Operative 
repair is not recommended. 

. In certain cases a better result is obtained than 
by the usual conservative management from not 
immobilizing the finger and commencing at an early 
stage with full passive movements. 

3. Should this latter line of treatment fail, one can 
either arthrodese the terminal interphalangeal joint or 
disarticulate through it. 
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EDITORIAL 


CERTIFICATES FOR INTERNATIONAL TRAVEL 


The Secretary for Health recently issued a circular 
pointing out that only certain medical officers in the 
Union of South Africa have been authorized to issue 
International Certificates of Inoculation and Vac- 
cination (Form 679 Health) and that these certificates 
would not be valid unless they were filled in by such 
a duly authorized medical practitioner. 

It is difficult to see why a distinction should be made 
between medical practitioners who are all equally 
qualified to inoculate, vaccinate or complete a certifi- 
cate since their professional qualifications are identical 
and they are all inscribed on the same medical register 
in the Union. 

The inconvenience caused to travellers (including 
medical practitioners) is very considerable. The 
Secretary’s circular, e.g. requires a prospective traveller 
resident in Pietermaritzburg to proceed to Durban for 
the necessary inoculation and vaccination, as the only 
authorized place at which these procedures can be car- 
ried out at present is at the Port Health Office, Durban. 
A similar situation obtains throughout the rest of the 
country, with the result that intending travellers are 
subjected to considerable inconvenience and expense 
because of the necessity to make preliminary journeys 
to an authorized medical officer. Indeed, in the case 
of the sick who may urgently need to travel overseas 
it may be virtually impossible as well as undesirable 
to comply with the governmental requirements. 

We understand that the Council of the World Medical 
Association has protested to the Director-General of the 
World Health Organization against the requirement that 
these certificates must be signed by government 
medical officers only. The World Medical Association 
has urged that equal respect be given to certificates 
from registered private practitioners. 

The World Health Organization, however, has not 
been able to take immediate action as under its auspices 
the whole problem of the medical supervision of inter- 
national travel is being examined. Its proposed draft 
International Health Regulations are now being 
examined by all governments. We hope, nevertheless, 
that when the World Health Organization Expert 
Committee on International Epidemiology and Quaran- 
tine next meets it will be able to make a recommen- 
dation about the issue of these certificates which will 
not impose the present unnecessary inconvenience and 
often hardship the current system automatically brings 


30 September 1950 


VAN DIE REDAKSIE 


SERTIFIKATE VIR REISE NA ANDER LANDE 


Die Sekretaris van Gesondheid het onlangs ‘n 
omsendbrief uitgereik waarin daarop gewys word dat 
slegs sekere mediese beamptes in die Unie van Suid- 
Afrika gemagtig is om Internasionale Sertifikate van 
Inenting (Vorm 679, Gesondheid) uit te reik en dat 
hierdie sertifikate nie geldig sal wees tensy hulle deur 
so ’n behoorlik gemagtigde geneesheer ingevul is nie. 

Dit is moeilik te begryp waarom ’n verskil gemaak 
moet word tussen geneeshere wat almal dieselfde 
kwalifikasies het om te ent of ’n sertifikaat te voltooi 
aangesien hulle beroepskwalifikasies presies dieselfde is 
en hulle almal in dieselfde geneeskundige register in die 
Unie ingeskryf is. 

Die ongerief wat reisigers (met inbegrip van genees- 
here) aangedoen word, is aansienlik. Die Sekretaris se 
omsendbrief vereis byvoorbeeld van ’n voornemende 
reisiger wat in Pietermaritzburg woonagtig is om vir 
die nodige inenting na Durban te gaan aangesien die 
enigste gemagtigde plek waar dit tans gedoen kan word, 
die Hawe-gesondheidskantoor, Durban, is. ’n Soort- 
gelyke toedrag van sake is dwarsdeur die res van die 
land van toepassing met die gevolg dat die voornemende 
reisigers aansienlike ongerief moet verduur en uitgawe 
moet aangaan omdat hulle voorlopige reise na ’n 
gemagtigde mediese beampte moet onderneem. Dit 
mag inderdaad in die geval van siekes wat dringend na 
die buiteland moet reis, feitlik onmoontlik en ook 
onwenslik wees om aan die regeringsvoorwaardes te 
voldoen. 

Ons verneem dat die Raad van die Mediese Wéreld- 
vereniging by die Direkteur-generaal van die Wéreld- 
gesondheidsorganisasie protes aangeteken het teen die 
vereiste dat hierdie sertifikate slegs deur mediese 
beamptes van die regering onderteken moet word. Die 
Mediese Wéreldorganisasie het aangedring dat sertifi- 
kate van geregistreerde private praktisyns dieselfde 
aansien moet geniet. 

Die Wéreld-gesondheidsorganisasie was egter nie in 
staat om onmiddellik stappe te doen nie aangesien die 
hele probleem van die mediese toesig oor internasionale 
reise onder sy beskerming ondersoek word. Sy voor- 
gestelde konsep van _ Internasionale Gesondheids- 
regulasies word nou deur alle regerings ondersoek. Ons 
hoop desnieteenstaande dat wanneer die Wéreld- 
gesondheidsorganisasie se Deskundige Komitee oor 
Internasionale Epidemiologie en Kwarantyn weer 
vergader, hy ’n aanbeveling sal doen in verband met 
die uitreiking van hierdie sertifikate, wat nie die 
onnodige ongerief en dikwels ontbering outomaties 
deur die huidige stelsel meegebring, sal oplé nie. In 
die Verenigde State, byvoorbeeld, aanvaar die Gesond- 
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about. In the United States, for example, a certificate 
from a registered practitioner is accepted by the Health 
authority. The practice of having such certificates 
endorsed by a duly authorized government official is in 
use in many other countries and has the recognition of 
the World Health Organization. There seems, there- 
fore, no sound reason against the adoption of this 
system by the Union Health Department. 


Apart from the local procedures here questioned, 
criticism can also be directed on scientific and adminis- 
trative grounds against the whole system of obligatory 
vaccination and inoculation certificates for international 
travel. Such certificates are no guarantee that a 
particular infection will be excluded from any given 
country. Even the certificates themselves are not 
infrequently open to question. The increasing demand 
for such documents, too, is adding appreciably to the 
difficulties of modern travel. Scientifically the wrong 
emphasis exists in suggesting that such barrier methods 
against disease are a proper protection to a human 
community. Modern public health, on the contrary, is 
based on the principle that local community resistance 
developed by satisfactory sanitary, medical and social 
conditions is the only adequate insurance against com- 
municable or other diseases. 
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heidsowerheid sertifikaat van geregistreerde 
geneesheer. Die gebruik om sulke sertifikate deur ’n 
behoorlik gemagtigde regeringsamptenaar te laat 
endosseer is in baie ander lande gangbaar en word deur 
die Wéreld-gesondheidsorganisasie erken. Daar skyn 
dus geen grondige beswaar daarteen te wees dat die 
Unie-gesondheidsdepartement hierdie stelsel aanvaar 
nie. 

Afgesien van die plaaslike handelwyse wat hier in 
twyfel getrek word, kan die hele stelsel van verpligte 
inentingsertifikate vir internasionale reise ook om 
wetenskaplike en administratiewe redes_ gekritiseer 
word. Sulke sertifikate is geen waarborg dat ’n beson- 
dere besmetting uit ’n sekere land uitgesluit sal word 
nie. Die sertifikate self kan selfs dikwels in twyfel 
getrek word. Die stygende aanvraag vir sulke doku- 
mente dra ook aansienlik by tot die moeilikhede in 
verband met hedendaagse reise. Vanuit ’n wetenskap- 
like oogpunt word die klem verkeerd gelé wanneer te 
kenne gegee word dat sulke versperringsmetodes teen 
siekte °’n behoorlike beskerming vir die menslike 
gemeenskap is. Moderne openbare gesondheid daar- 
enteen is gegrond op die beginsel dat die weerstand 
van die plaaslike gemeenskap wat deur bevredigende 
sanitére, mediese en maatskaplike omstandighede 
ontwikkel is, die enigste toereikende versekering teen 
oordraagbare en ander siektes is. 


MEDICO-LEGAL SECTION 


TESTAMENTARY CAPACITY : APHASIA 


LEWIN VERSUS LEWIN* 
(TRANSVAAL PROVINCIAL DIVISION) 
1949. May 3-6, 9-13, 16-20, 23, 25, 27, 30; June 1, 2, 3, 6; August 2. Roper, J. 
(Continued from page 823) 


Some evidence was given by the medical witnesses 
as to the rapidity or otherwise of recovery to be expected 
in cases such as that of the deceased. The view 
expressed was that recovery would on the whole be slow 
and gradual. Dr. Watt suggested that a change to a 
happier environment might result in a comparatively 
quick improvement, but as the deceased was in a 
friendly atmosphere and happy at Avalon his move to 
Nigel would not in my view account for such a marked 
advance in speech and mental capacity, within a matter 
of a week or two, as is testified to by some of the wit- 
nesses for the defence. Furthermore, during the period 
covered by this evidence the deceased was examined by 
two medical practitioners called by the plaintiff, and 
their evidence satisfies me that the deceased had not 
recovered from his aphasia but was still seriously 
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affected by it during this period. My view that there 
was exaggeration as to the rationality of the deceased 
on the part of a number of the defence witnesses is 
largely, though not exclusively, based upon their evi- 
dence. The picture of the deceased drawn by the wit- 
nesses for the defence cannot in my view be an accurate 
one if the evidence of these witnesses is accepted, and I 
do accept it. 

The first of these witnesses is Dr. E. Samuel, a 
specialist radiologist of high general qualifications, who 
carried out a radiological examination of the deceased 
on 17 April 1948, i.e., two days after the execution of 
the will which is in dispute in the present case. In view 
of the short interval between the two events, his evi- 
dence is of great importance. This witness was unable 
to obtain from the deceased any part of his medical 
history; he received no reply to the majority of his 
questions. The deceased seemed unable to comprehend 
what was being said to him, and appeared for most of 
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the time disinterested in what was being done to him 
in connection with the radiological examination. He 
gave this witness the impression of being completely 
mentally vague and dull and of having no comprehen- 
sion. Though the witness had had no knowledge that 
there was any question of mental disturbance in his 
case, he formed the opinion that the patient was 
suffering from some grave mental disturbance, and that 
his condition, mental as well as physical, was not of 
recent origin. It was suggested during the course of 
the trial that the condition of the deceased when 
examined by this witness may have been due to a 
morphia injection, or to his having been put on a 
restricted diet since his midday meal on the previous 
day. The evidence, however, of Mrs. Stella Lewin was 
that he had no injection between his being put on a 
diet and his visit to Dr. Samuel (see her evidence in 
reply to the Court where ‘injection’ is wrongly 
recorded as ‘ objection’), and that there had been no 
deterioration in his condition in the two days that had 
passed since the visit of Lockett in order to have the 
will executed. As to the possible effect of restricted 
diet and fatigue, Dr. Samuel stated that though the 
examination was a fatiguing one the patient was not 
exhausted. According to Dr. Suzman, fatigue would 
make some difference to the degree of disability from 
time to time, but it would not be very significant. It 
does not appear to me possible that the deceased could 
have been reduced from a condition of mental normality 
to the state in which Dr. Samuel found him by mere 
want of liquid or solid nourishment or by fatigue. In 
any event even if the condition in which he was found 
by Dr. Samuel had been due to fatigue, it was not sug- 
gested that a person in full possession of his mental 
faculties could be reduced to such a condition by this 
agency; even therefore if the fatigue theory were 
accepted, it would not follow that the patient was not 
suffering at the time from the effects of combined motor 
and sensory aphasia. 

The other witness to whom I refer is Dr. Suzman, 
a neurologist and specialist in vascular diseases, who 
saw the deceased on 30 April, i.e., a fortnight after the 
execution of the disputed will. Though he put a 
number of questions to the deceased relating to his 
medical history and his condition at the time of 
examination, he was unable to get coherent replies to 
his questions. Some information relating to his present 
condition was imparted by the deceased himself, mainly 
by gestures, but information as to his history was given 
by a nephew, Arthur Lewin (brother of the defendant), 
who accompanied the deceased. Dr. Suzman found that 
in addition to his very severe speech defect the deceased 
suffered from an inability to maintain his attention and 
his interest in what was being said or done to him, and 
he came to the conclusion that in many cases the 
deceased did not understand what the witness was trying 
to say to him. For instance, when told to take a deep 
breath he failed to respond, though looking at the wit- 
ness at the time, and only carried out the instruction 
when the witness illustrated what he meant by taking 
a deep breath himself. That he was unable to read was 
proved by the fact that the witness wrote in large block 
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letters on a sheet of paper a question as to his pains, 
but the deceased was unable to comprehend this. He 
had an appearance of cheerfulness, which, like Dr. 
Samuel, this witness attributed to euphoria, i.e., a false 
sense of well-being, due either to indifference to, or 
failure to understand the gravity of his condition. 
Though Dr. Suzman did not exclude the possibility that 
the deceased may have had in his mind conceptions 
relating to his curatorship, his insurance policies and 
the advisability of surrendering some of them, his 
income from Leander House, the mortgage bond there- 
on, the making of a will, and so on, he was emphatic 
that in the condition in which he saw him on 30 April 
it would have been impossible for the deceased to 
convey to any one else such ideas as are contained in 
the letters written on his behalf about this time. 
Assuming that an observer obtained replies to questions 
put to the deceased, he could never be sure either that 
the deceased understood the questions or that the 
observer correctly understood his replies to them, and 
that there was no misinterpretation of what he said. 1 
may say in parenthesis that the death of the deceased 
took place only a week after Dr. Suzman’s examination 
and it is clear from the evidence of Sister Tong that at 
this stage the deceased was regarded medically as a 
hopeless case. Dr. Suzman came to the conclusion as a 
result of his examination that the deceased was suffering 
not merely from the effects of cerebral thrombosis but 
also from generalised Buerger’s disease in the brain, 
such as would give rise to changes in his personality, 
his emotions, his character and his affections. I have 
already referred to his evidence that it would impair his 
powers of judgment, discrimination and discretion. 

It is in my view impossible to impeach the accuracy 
of Dr. Suzman’s observations on the state of the 
deceased on 30 April. The deceased was accompanied 
by his nephew, Mr. Arthur Lewin, a dentist, who 
attended the trial on subpoena for the defence, and 
who could have been called as a witness to controvert 
Dr. Suzman had any inaccuracies in the evidence of the 
latter revealed themselves, but he was not called. Dr. 
Suzman’s evidence that the deceased was active and 
wakeful, alert and bright, seems to dispose of any sug- 
gestion that he was under the influence of drugs. 

I do not think that it can possibly be suggested that 
the lack of responsiveness on the part of the deceased 
found by Drs. Samuel and Suzman was due to a non- 
co-operative attitude caused by unwillingness to be 
examined. The examination by Dr. Samuel was, 
according to Dr. Myers, at his own request, and so far 
as concerns the examination by Dr. Suzman this resulted 
from the deceased’s own request to see Dr. Maisels. 
According to Mrs. Stella Lewin he was in his ordinary 
condition and quite cheerful when he was taken to the 
Florence Nightingale Home. 

Mr. Fischer endeavoured to meet the evidence of Drs. 
Samuel and Suzman by contending that even if the con- 
dition of the deceased was as described by them when 
they saw him, the degree of understanding of an aphasic 
was variable, and the evidence of the witnesses for the 
defence established that when the deceased executed 
the will he was sufficiently in possession of his mental 
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faculties to be able to understand the document which 
he was executing. This may be so; as I shall show 
later, I consider that the deceased had sufficient under- 
standing to comprehend, at any rate, the main pro- 
visions of the will. But the problem in this case is 
not that of an insane person who may have lucid 
intervals. The evidence is that aphasia produces changes 
in the emotions which may affect the judgment of the 
patient, and the question is not whether he had com- 
plete understanding, but whether there was such an 
alteration of his personality and his emotions and affec- 
tions as to have diminished his powers of judgment and 
discrimination. 

Evidence based upon contact with the deceased over 
a substantial period was given on behalf of the defen- 
dant by Dr. M. G. Myers, the medical practitioner who 
operated upon the deceased for appendicitis and there- 
my attended him until his death. This witness pro- 
vides a good illustration of the tendency on the part 
of some of the defence witnesses to exaggerate the 
rationality of the deceased. When examined in chief 
he described how he obtained the medical history of 
the patient from the deceased himself with assistance 
from Mrs. Stella Lewin, the wife of the defendant. The 
impression he conveyed was that the history was given 
by the deceased himself, and that Mrs. Lewin assisted 
only occasionally by furnishing dates. He said that the 
replies of the deceased to his questions were sensible 
and coherent and related to the subject. After much 
cross-examination, however, he admitted that Mrs. 
Lewin and the defendant had helped to a considerable 
extent, that the deceased was unable, without assistance, 
to give a complete history of his case, that he was often 
‘stuck’, that it would have been virtually impossible 
to elicit anything from him without the help of the 
Lewins, and that the bulk of the information which he 
obtained came from them, they knowing his history 
well. It is clear from other portions of his evidence 
that information of a more general nature gleaned by 
this witness from the deceased was not obtained with- 
out the aid of considerable interpretation by the Lewins. 
The demeanour of this witness did not impress me 
favourably and on one part of the case he was clearly 
not candid in his evidence. In his cross-examination 
he stated that he had had several conversations with 
Lockett, the attorney who drew the disputed will, about 
the condition of the deceased. Lockett had telephoned 
him, and had probably asked about the ability of the 
deceased to make a will, but this was surmise, he had 
only a hazy recollection—a very vague recollection— 
and he did not remember what he had told Lockett, 
but his attitude would have been that there was no 
hesitation (doubt?) about the capacity of the deceased; 
he did not remember either the gist or the details of 
the conversation. It emerged from the evidence of 
Lockett, who was called at a later stage, that Lockett 
had in fact telephoned to him on the day after the 
disputed will was executed, and had asked him for a 
written certificate as to the deceased’s competency; that 
the witness had then dictated the terms of such a certifi- 
cate; that Lockett had sent it to him for signature under 
cover of a letter; and that he had signed it and returned 
it. The fact that such a certificate had been asked for 
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was obviously relevant as indicating that someone had 
at the time entertained a doubt as to the mental 
capacity of the deceased. It is difficult to conceive that 
the witness could have forgotten that he gave this 
certificate, and his uneasiness in the witness box appears 
to me to have been due to the fact that he was deliber- 
ately withholding this information from the Court. 

This witness de to the execution by the 
deceased, while he was waiting for his operation for 
appendicitis in the Nigel Hospital, of a will in which 
he bequeathed £5,000 to each of his two children, 
£1,000 to his wife, £700 to one E. S. Myers of Boksburg 
in payment of a debt,:and the residue of his estate to 
the defendant. In this evidence he was corroborated by 
two nurses, Sisters Loftus and Finch, who witnessed 
the will, and though there are considerable discrepancies 
of detail in the evidence, I accept the evidence that 
such a will was made by the deceased. This was put 
for safekeeping into a locker at the hospital and, 
according to Dr. Myers, it was delivered to the deceased 
at his request before the execution of the disputed will. 
Mrs. Stella Lewin stated that she destroyed this will 
on the instructions of the deceased just before he was 
taken to Johannesburg on the occasion when he saw 
Dr. Suzman. I shall have to refer to its contents in 
another connection later. 

In addition to corroborating Dr. Myers as to the 
making of the wil! in the hospital, Sister Finch gave 
evidence of various conversations between herself and 
the deceased between the date of his operation and 
his discharge from hospital on 6 April. I was not 
impressed with the evidence of this witness. In her 
evidence as to the making of the will she stated that 
when the deceased came to the bequests to the two 
children, he indicated his daughter’s name by outlining 
the first three letters of it with his finger on the counter- 
fe Sister Loftus, however, denies this, and Dr. 

yers states that he himself supplied the daughter’s 
name. This part of the witness’ evidence is in my view 
fanciful. The witness also said that the deceased men- 
tioned a previous will, described as the Salisbury will, 
as if wishing to revoke it. Neither Dr. Myers nor Sister 
Loftus referred to anything of this nature. The witness 
also stated that while the deceased was in the hospital 
the only pain which he suffered was from bed sores; 
but the hospital records show that he complained 
repeatedly, until shortly before his discharge, of severe 
abdominal pains, for which he was given drugs, and that 
Sister Finch must have been aware of this. 


The disputed will is in these terms: 


LAST WILL AND TESTAMENT 


Meyer Lewin 


being of sound and disposing mind, memory and understand- 
> vy hereby revoke cancel and annul all wills, codicils and 
other testamentory dispositions formerly made by me, and 
declare the following to be my last will and testament. 


I direct that all debts owing by me at the date of my death 
shall be paid out of my estate —— 2 amount of £700 
(seven hundred pounds) which I acknow 
to certain E. S. Myers of Boksburg. 


ge is owing by me 
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2 
I further direct that my executor shall give effect to the condi- 
tions of the antenuptial contract between myself and my wife 
whereunder I ceded and made over in her favour the proceeds 
of certain policy of life insurance effected on my life for the 
sum of £1,000 (one thousand pounds), and I direct that the 
proceeds of such policy shall be paid to my wife accordingly. 


% 

I give and bequeath to my nephew Ralph Colin Lewin at 
present of Nigel certain immovable property in Salisbury 
registered in my name and consisting in a block of flats called 
*Leander House’. Should such property be at the date of 
my _ death subject to any mortgage bond I direct that the 
said property shall go to my said nephew subject to such 
bond, that is to say, I give the said property to my said nephew 
provided he takes over and assumes liability for the amount 
owing in respect of such bond at the date of my death. 


4 


I give and bequeath my motor-car to my son Gerald together 
with the sum of £1,000 (one thousand pounds). 


5. 

I give and bequeath the remainder of my estate, whether 
movable or immovable and wherever situate with no 
exception including the proceeds of any life insurance policies 
which may mature at my death and including also the proceeds 
of any education ——- taken out by me during my life- 
time for the benefit of either or both my children Marion 
Lewin and Gerald Rex Lewin in equal shares. 


6. 

Should either of my children predecease me leaving lawful 
issue I direct that the share of my estate due to him or her 
shall go to such issue in the place of the deceased child in 
equal shares. Should either of my said children predecease 
me without leaving lawful issue I direct that the share of 
my estate due to such deceased child shall go to and devolve 
upon my surviving child. Should both my said children 
predecease me without leaving lawful issue I direct that the 
share of my estate due to them shall go to and devolve upon 
my said nephew Ralph Colin Lewin. 


7 


I hereby appoint my said nephew Ralph Colin Lewin to be 
the executor of my will and administrator of my estate. 


8. 

Should either of my children be under the age of 25 (twenty- 
five) years at the date of my death I direct that the share of 
my estate due to him or her shall not be paid to him or her 
but shall be paid to my said nephew Ralph Colin Lewin and 
I hereby appoint my said nephew Ralph Colin Lewin as 
administrator of such share to be held in trust by him and 
to be administered for the benefit of the said child or children 
subject to the following conditions: 

(a) My administrator shall have the right to invest any 
moneys in his hands or under his control in first mortgage of 
immovable property within the Union, or in Government, 
Municipal, Electricity Supply Commission, Rand Water Board 
or South African Iron and Steel Industries Corporation Limited 
Stock, or in any stock that is directly or indirectly secured or 
guaranteed by the Union Government, or in debentures duly 
secured by first ——- of land or mining title, or in Reserve 
Bank shares or on deposit in a reputable building society, or 
in fixed or flexible unit securities. 

(b) My administrator shall have the right to call in, sell 
or otherwise dispose of any of the investments or any part 
of them; to purchase or acquire any property that may have 
been mortgaged to the estate for such price and in such manner 
as the administrator may in his discretion deem necessary 
for the protection or preservation of the estate, and to hold 
the same or to sell it when and as the administrator may think 
fit; to appear before any Registrar of Deeds or the Rand Town- 
ship Registrar or other proper officer, either in person or by 
his agent for the purpose of effecting, completing or cancellin 
any transfer, cessions of bonds, writing down the capital o 
bonds, procuring copies of lost transfer or bonds or for any 
similar purpose; also to transfer or accept transfer of any 
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shares, stock or debentures and to execute the and 
usual forms in that connection; to enter into leases for such 
period and upon such terms as the administrator may consider 
desirable; to cancel leases; to institute or defend any legal 
proceedings in any competent court, and the same to withdraw, 
settle or compromise; also to refer any matters to arbitration 
and to carry out and perform any award made thereunder; also 
to — or consult solicitors, agents or experts when he may 
consider it necessary to do so, with the proviso that any costs 
or charges arising out of such employment shall be a charge 
against the income of the estate. : 

(c) My administrator shall use the income from the said 
investments for the support, maintenance and education of 
the children entitled thereto including the cost of necessary 
medical attention and reasonable pleasure and vacations. For 
the purpose of this will the term ‘education’ shall include 
the cost of education in a university or college to enable 
either or both of my children to qualify in the profession or 
business chosen by him or her and should my administrator 
deem it necessary the cost of a visit outside of the Union for 
the purpose of completing such education or training. Should 
the income from the said investments be insufficient for the 
foregoing purposes my administrator shall have the right to use 
so much of the capital due to each child as may be necessary 
to make up for the deficiency provided that he shall not be 
entitled to use for such purpose more than one half of the 
capital due to the child entitled thereto. 

(d) When each child reaches the age of 25 years the share 
of capital due to him or her together with any unexpended 
income shall be paid to the child entitled thereto without 
further restriction. 

(e) Should either of my said children die before omg 
the age of 25 years the conditions of the preceding para. 
(six) shall apply. 


I direct that on my death I shall be cremated and I specially 
desire that there shall be no flowers and no ceremony of any 
description. 

The witness Lockett gave the following account of 
the execution of this document. 

[The learned Judge proceeded to deal with the 
evidence of the witness Lockett, the attorney who drew 
up the disputed will. He concluded his analysis of this 
witness’ testimony by stating that he was not satisfied 
that the will drafted by Lockett had been explained 
by him to the deceased in such terms that he had fully 
understood all its contents.] 

Byron Bramwell refers to the readiness with which 
an aphasic will assent to a draft will which is read 
over to him, without having clearly understood the will 
as a whole or its individual clauses, and he suggests 
constant and repeated checks in order to be certain 
that the will as drafted does in fact represent the wishes 
of the testator. On Lockett’s own admission he took 
no special precautions to verify that the deceased fully 
understood all the provisions of the document. And in 
view of the evidence of Mrs. Stella Lewin that the 
deceased would frequently signify assent to a pro- 
position without meaning it, precautions were clearly 
desirable. The defendant gave evidence that he read 
the draft will over to the deceased on the evening of 
the day on which it was delivered. In view of the 
deceased’s slowness in comprehension of speech, to 
which I shall refer later, I am not satisfied that this 
enabled him to grasp fully all of the somewhat complex 
provisions of the document; those for example in 
clauses 5, 6 and 8. On the whole, I take the view 
that he probably did not fully understand these pro- 
visions. 

[The learned Judge here proceeded to deal with the 
evidence given by the defendant’s wife, Mrs. Stella 
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Lewin. He stated that generally he was not impressed 
with her reliability.] 

The evidence of the defendant was directed mainly 
towards establishing the mental normality of the 
deceased during the Nigel period. This witness said 
that outside of his physical affliction the deceased was 
absolutely rational and normal, so much so that it 
never occurred to him and his wife that he was other- 
wise. I am not satisfied that the witness was quite 
without doubt on this point. Immediately before his 
removal to the Nigel Hospital, the deceased, accordi 
to the witness, asked him to bring paper and penct 
so that he might make his will. The witness, how- 
ever, put him off because he was anxious to get him 
to hospital without any delay. He then deliberately 
delayed his own arrival at the hospital with his wife 
until the operation was just about to take place, in 
order not to give the deceased time to make a will. 
When asked why he did not want the deceased to 
make a will, he replied that the man was in severe 
pain, and he did not want the operation delayed by 
the making of a will. This explanation does not appear 
to me to ring true, as the witness had learned that the 
operation was to take place at 3 p.m. that afternoon, 
and if he had regarded seriously the wish of the 
deceased to make a will he could have arrived in 
sufficient time for this to be done. A more probable 
explanation appears from the evidence of the witness’ 
wife, who said that the defendant told her that if they 
cut their arrival at the hospital fine the deceased might 
forget about his request. This seems to indicate that 
the defendant regarded the request as a childish whim 
rather than the serious desire of a rational man. This 
witness, like his wife, told the Court that they took 
in the deceased on his arrival at Nigel thinking that 
he was penniless, and disregarding the financial obliga- 
tions in which they were involving themselves. As I 
have pointed out, the arrival of the deceased in a car 
with a chauffeur, and his speaking of buying a caravan, 
would hardly have given the impression of financial 
straits. The witness gave evidence that on various 
occasions he had shown the deceased medical prescrip- 
tions which had reached the pharmacy, and that the 
deceased had read them with comprehension of their 
contents. I am quite unable to accept this evidence. 
If true, the deceased was able to read, and could have 
read his own correspondence and other written or 
printed material. The evidence satisfies me that he 
could not, in fact the witness himself in cross-examina- 
tion was not prepared to say that he was able to do so. 
On the whole I am not satisfied that this witness was 
perfectly frank in his description of the mental capacity 
of the deceased. 

Notwithstanding the evidence given by the witnesses 
for the defence, therefore, the conclusion to which I 
have come, is that during the period of his stay in 
Nigel the deceased was still suffering substantially from 
the general impairment of his mental faculties resulting 
from the motor and sensory aphasia caused by his 
stroke. 

I have referred to his inability to comprehend written 
language as one of the consequences of this impair- 
ment, and before I pass from this aspect of the case 
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I should remark that his ability to select from his 
attache case particular documents, such, for example, 
as the order of Court putting him under curatorship, 
does not prove his ability to read them, as he might 
be able to recognise a particular document by its 
general appearance. A number of witnesses testified 
that he would on occasion point to a headline of a 
newspaper article and ask that the article should be 
read to him, in such a way as to show that he knew 
the subject matter of the article—for instance articles 
upon Palestine were so referred to. None of these 
newspaper articles were produced in Court, and it was 
therefore impossible to draw any definite inference from 
this evidence. It may be that he was able to recognise 
the word Palestine from its graphic or visual appear- 
ance, as is suggested in some of the medical evidence. 
However that may be, the evidence satisfies me—it is 
in fact in my view overwhelming—that he was unable 
to read either letters or newspaper articles with com- 
prehension. 

As to his understanding of spoken language, the fact 
that he liked to be read to does not prove that he fully 
understood or followed what was read to him (see the 
evidence of the plaintiff). I have referred to the 
evidence of Zion and Nesbitt that he was slow in his 
comprehension of spoken language, and even Mrs. Stella 
Lewin stated that he would sometimes signify assent 
to what was said to him, without meaning to ‘ because 
of lack of perhaps time and understanding’. The 
case of Dr. Lordat shows that inability to comprehend 
language spoken at the ordinary rate is a characteristic 
result of aphasia. Notwithstanding the evidence of 
Mrs. Stella Lewin that he followed her reading (‘like 
a parrot’) of the Churchill memoirs, I am not satisfied 
that he was able during the Nigel period to understand, 
fully, language spoken at an ordinary rate. 

Broadly, then, in regard to the case set up for the 
defendant that apart from his speech defect the 
deceased while at Nigel had to all intents and purposes 
recovered from his aphasia, my conclusion is that this 
was not so. 

I must now pass to a more detailed consideration of 
the provisions of the disputed will. 

[The learned Judge then dealt with the evidence on 
this aspect of the case and came to the conclusion 
that the action of the deceased in disinheriting his wife 
was due to the ill-will engendered in his mind by the 
various grievances referred to in his utterances. He 
then proceeded as follows:] 

Let me now consider how much substance there was 
in the various causes of his resentment. Not a shred 
of evidence was led which in any way supported the 
suggestion that the plaintiff had mismanaged his affairs. 
On the contrary, she appears to have taken the advice 
of persons qualified to give it, and to have acted with 
discretion and common sense. The setting aside of the 
sum of £1,000 was done on advice, and appears to 
me to have been a measure of ordinary prudence. The 
sale of the farm and its livestock and of the medical 
instruments was obviously essential in view of the 
financial state of the deceased at the time of his stroke 
and the nature of the catastrophe which had overtaken 
him. As to the allegation that the plaintiff would never 
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make a home for him, this is refuted by the evidence 
of the taking of a house at Mossel Bay, and of his 
refusal to go into it, in which the plaintiff is corrobo- 
rated by Mrs. Rebecca Lewin. The plaintiff says 
further that on one occasion she suggested that they 
should live in one of the flats at Leander House, but 
the deceased refused; and that she was anxious to 
have a home herself, but that it was the deceased who 
would not agree, as he preferred to be able to move 
about. I see no reason to doubt her on this point. 
As to his grievance that the plaintiff put him into a 
nursing home at East London, while she stayed with 
her brother, in the financial circumstances in which 
they were at the time this seems to me to have been a 
practical and common sense arrangement. There was 
no substance whatever in the accusation that she had 
put him into the Jewish Aged Home, for the suggestion 
emanated from Mr. I. B. Lewin, and the evidence of 
Zion shows that the deceased himself was eager to 
go into that institution. The grievance voiced at East 
London that she was restricting him in the use of the 
car, and that uttered to Zion that she could have sent 
him much more money than she was remitting, seem 
both to have been associated in his mind with an 
impression that he was a wealthy man. Shapiro, Zion 
and Nesbitt all say that he spoke as if he were in a 
position of affluence. The fact is that his farming 
venture at Westminster ended in severe financial 
embarrassment and that while he was at Groote Schuur 
the plaintiff was obliged to borrow money or use 
capital for the subsistence of herself and her children, 
and that she herself was obliged to work to support 
the children. In face of the facts, his impression that 
he was wealthy reveals such a lack of insight into his 
position as to amount in my view to a delusion. There 
was no tittle of evidence that the plaintiff had done 
anything to prejudice the children against him, and I 
can see no substance in the charge that when he needed 
her most she had ‘let him down’. On the contrary 
the evidence of Shapiro, Zion, Mrs. Harris and Nesbitt, 
as well as that of the plaintiff herself, satisfies me that 
she attended him personally during and after his illness 
with devotion, and acted with diligence in settling his 
business affairs. In short, the grievances I have just 
referred to appear to me to have been quite irrational 
and such as would not have been entertained for a 
moment by a man in full possession of his mental 
faculties. They appear to me to have arisen out of a 
feeling of antipathy against or dislike of his wife which 
sprang up in his mind after his stroke, and which was 
probably due to a psychological or emotional change 
such as the medical authorities describe as being a 
concomitant of aphasia of the kind from which the 
deceased was suffering. 


It appears to me, further, that the deceased’s reaction 
to the refusal of sexual intercourse at Avalon was more 
extreme than the probable reaction of a normal man. 
The plaintiff explained her reasons for her unwillingness 
to comply with his request at the time when made, 
and she described how on the following morning she 
tried to discuss the matter and reason with the deceased, 
but found that he was quite unapproachable. This in 
my view reveals a want of emotional balance, and was 


S.A. TYDSKRIF VIR GENEESKUNDE 


839 


probably due to his hypersexual condition and the 
susceptibility to anger and irritation and lack of emo- 
tional control which is characteristic of aphasia. This is 
referred to in the authorities and was touched upon 
by Dr. Geerling in his evidence. Dr. Watt’s evidence 
that the reaction of an aphasic to a grievance might 
be more extreme, and that it might result in an un- 
reasonable reaction is also relevant to this feature of 
the case. 

I have come to the conclusion, therefore, that the 
motives which led the deceased to disinherit the plaintiff 
were such as would probably not have had that result 
had it not been for the mental impairment and 
emotional disturbance associated with the aphasia 
which followed upon his stroke. 

The motives for disinheriting the wife seem to me 
also to have entered into the decision to benefit the 
nephew. This appears from the reply of the deceased 
to the defendant in discussing the bequest to the latter 
of ‘Leander House’: ‘If not you, charity—wife not a 
sixpence—my children I provide.’ This reveals an 
intention to give to the nephew what he had decided 
to take away from the wife. Undoubtedly there was a 
direct motive of friendship and gratitude arising from 
the fact that the defendant and his wife had taken him 
to live with them and had treated him with kindness 
and sympathy. But had it not been for his grievances 
against the plaintiff the defendant would obviously have 
benefited, if at all, in a much less substantial manner. 
Apart from this consideration, the magnitude of the 
bequest, in relation to the direct motive prompting it, 
is remarkable. It should be borne in mind that though 
the disputed will was executed on 13 April the deceased 
had made an earlier will on 13 March, in which he had 
also disinherited his wife, and had left the defendant 
the residue of his estate. At that time he had been 
living in the same hotel with the defendant and his wife 
for a period of 13 days, on the footing that he was to 
pay his own hotel bill. The kindness which earned his 
gratitude was therefore merely that they had admitted 
him into their family circle and made him at home in 
it during a period of under a fortnight. It is true 
that he had reason to expect that this would continue, 
since no time limit had been put upon the arrangement; 
but notwithstanding that consideration the benefit 
conferred appears to me so disproportionate to the 
kindness shown as to suggest that it was due to a defect 
in the balance of his judgment. The constant proximity 
of, and kindness shown to him by, the defendant and his 
wife would more profoundly affect him in his enfeebled 
mental state, than had he been in a condition of normal 
physical and mental health. No doubt there have been 
many cases where a normal person has made equally 
valuable bequests for no more substantial reasons. But 
we are dealing here with the case of a man whose 
mental faculties are proved to have been impaired by 
disease and the question is whether the provision under 
consideration was one which he would have made if 
there had been no mental lesion and he had been in full 
possession of his intellectual powers and in normal 
control of his emotions. 

In considering the provision made for the two 
children the terms of the hospital will are again relevant. 
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All the witnesses who testify to the execution of this 
document say that it provided a sum of £5,000 for each 
of the children. And when Lockett saw the deceased 
on 11 April to take his instructions for the disputed will, 
the deceased told him that each of the children was 
to have £5,000. He had therefore had in his mind 
for a period of a month, and possibly much longer, the 
sum of £5,000 as the necessary provision for each of 
his two children. He was proud and fond of these 
children, and provision for their future would naturally 
be his first consideration. That this was so seems to 
me, indeed, to be indicated by his words to the defen- 
dant, when discussing the bequest of * Leander House ’, 
which I have already quoted:—his children were being 
— for, his wife was to get nothing, and what was 
eft, if the defendant did not want it, would go to 
charity. 

[The learned Judge here discussed the question 
whether the children would receive an amount less than 
£5,000. He proceeded.] 

For the reasons which I have set out I have come 
to the conclusion that though the deceased understood 
and intended these main provisions of his will, they are 
(to apply the language used in the third of the passages 
from Byron Bramwell quoted above) different from the 
provisions which he would have been likely to make 
had it not been for his brain lesion and his resulting 
aphasic condition, and that the difference is due to a 
perversion of his mental balance, judgment and 
affections caused by that lesion. 

Before I pass to the law, I ought to refer briefly to 
a contention advanced by Mr. Suzman that Lockett 
must have received instructions for the drafting of the 
will not from the deceased but from the defendant, 
and that the instructions for the steps taken by Lockett 
with a view to the possible surrender of some of the 

licies and the reduction of the bond on ‘ Leander 

ouse’ had also been given to him by the defendant 
and not by the deceased. With this contention was 
linked the fact that Lockett admittedly did receive from 
the defendant his instructions for the letter written with 
a view to the termination of the curatorship. Mr. 
Suzman suggested that the deceased had signed the will, 
so drafted on the defendant’s instructions without 
understanding the document, and that the evidence 
showed a conspiracy or scheme by the defendant to 
benefit himself out of the estate of the deceased at 
the expense of the wife and children. There are some 
rather peculiar features connected with the letters 
referred to. The letter to the curator informing him 
that the deceased intended to apply for an order setting 
aside the curatorship stated that the health of the 
deceased was sufficiently restored to enable him to 
manage his own affairs. At this time so far from the 
health of the deceased being restored, it was clearly 
worse than it had been when he arrived at Nigel; the 
diagnosis of appendicitis had been proved false, the 
operation had failed in its object, the deceased’s severe 
abdominal pains were continuing, and Dr. Myers, at a 
loss as to the cause, was consulting specialists in an 
attempt to arrive at a correct diagnosis. Gerald Lewin 
spent a week-end with the deceased about the time 
when the letter was written and found him very despon- 
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dent; he was vomiting and sick the whole time. The 
death of the deceased occurred only a fortnight after the 
date of the letter. If the instructions for the letter 
emanated from the deceased, as the defendant says 
they did, they show a complete lack of insight by the 
deceased into his own condition and are difficult to 
reconcile with his statement to Mrs. Stella Lewin on 
17 April that the doctors could do nothing for him. 
So far as concerns Lockett’s letters to the insurance 
companies, though Lockett says he received his 
instructions from the deceased on 15 April, he only 
wrote on 30 April; he then described the matter as 
urgent, but gave no convincing explanation of his delay 
in carrying out his instructions. He did not exclude 
the possibility that at a later stage than his final inter- 
view with the deceased the defendant may have spoken 
to him about the matter. Sawyer had advised Mrs. 
Stella Lewin, before Lockett’s first interview with the 
deceased, to write to the various insurance companies 
for the required information. No action, however, had 
been taken at the time upon that advice, and no reason 
was suggested why the matter suddenly became urgent 
upon 30 April, ie. six days before the death of the 
deceased. On the other hand if there was a conspiracy 
as suggested, Lockett must have been in it, and he must 
have committed perjury in his evidence as to the receipt 
of instructions for the will. I am not prepared to reject 
his evidence that the instructions for the will were 
given to him directly by the deceased, and as the 
deceased had been considering the surrender of some 
of his policies even while at the Jewish Aged Home, 
there is no reason for the suggestion that the instruc- 
tions on this matter could not have emanated from him, 
as Lockett says they did. 

The first of the legal questions which call for con- 
sideration relates to the onus of proof. The rule of 
our law is that the burden of proving the invalidity of 
a formally regular will lies upon the person who asserts 
its invalidity (Kunz v. Swart (1924, A.D. 618); Tregea 
and Another v. Godart and Another (1939, A.D. 16)). 
Mr. Suzman (who presented his case with ability, as did 
Mr. Fischer for the defendant in the absence of his 
leader during the later stages) maintained, however, 
that the onus was shifted to the defendant; first, because 
of the fact that at the time of the execution of the will 
the deceased was under curatorship by order of Court, 
and secondly, because of the proof that in the early 
stages after the deceased’s stroke he was clearly without 
testamentary capacity. In regard to the former of these 
contentions it is I think sufficient to say that the petition 
for the appointment of a curator was not clearly based 
upon mental, but rather upon physical incapacity, and 
that the order of Court contains no declaration of un- 
soundness of mind. In support of the second Mr. 
Suzman quoted, inter alia, a passage from Jenk’s Digest 
of English Civil Law (para. 2008) as follows: 

‘If it be proved that a testator was not of sound mind, 
memory and understanding at any time prior to the making 
of the testament. his testament will be presumed to be invalid 
until it is proved that he was of sound mind when he made 
it. The appearance and contents of the testament and the 


circumstances attendant upon its execution will be considered 
in coming to a conclusion upon this point.’ 


This may be a correct statement of the Roman- 
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Dutch as well as of the English law: see Estate Rehne 
and Others v. Rehne (1930, O.P.D. 80), which was 
concerned with certain gifts inter vivos made by a 
person proved to have suffered from delusional 
insanity, and in which E. R. de Villiers, J.P., came to 
the conclusion that the burden of proving that the 
gifts were made during a lucid interval lay on the person 
alleging it. But as the conclusion to which | have 
been led as to the main provisions of the will is based 
affirmatively upon the evidence put before the Court, 
I do not consider it necessary to discuss whether in 
the present case there is a shifting of the onus as 
described in the English rule or as laid down in the 
Rehne case where prior delusional insanity has been 
proved. And in view of that conclusion it is also 
unnecessary to discuss the question of onus in relation 
to my finding that the testator probably did not fully 
understand all of the more complex provisions of the 
document. 

Mr. Suzman also based his contention upon the pre- 
sumption of continuance, arguing that by virtue of this 
presumption the proof of the testator’s earlier mental 
condition threw upon the defendant the onus of proving 
that he had regained his mental capacity when the will 
was executed. What is known as the presumption of 
continuance is well recognised in our practice, and it 
applies not only to insanity in its relation to will- 
making but to certain other issues. It is, however. a 
mere presumption of fact (Rex v. Fourie and Another 
(1937, A.D. 31 at p. 42)) and means that the Court is 
entitled to infer that a proved condition of affairs 
continues to exist during a period of time which is 
reasonable in the circumstances, if there is no evidence 
to the contrary effect of sufficient weight to disturb the 
inference. It is a rule of logic or inference and it does 
not appear to me to bring about a shifting of the onus. 
As applied to the present case it would simply mean 
that in considering the question of the deceased’s mental 
capacity at the time of the execution of the will the 
Court must have regard to the fact that such capacity 
is proved to have been destroyed or gravely impaired 
at an earlier stage, and consider whether the evidence 
reveals such an improvement as to have restored that 
capacity. 

In his classic judgment in Banks v. Goodfellow (L.R. 
5, Q.B. 549) Cockburn, C.J., discussing the testamentary 
power, said 

‘It is essential to the exercise of such a power that a testator 
shall understand the nature of the act and its effects; shall 
understand the extent of the property of which he is disposing; 
shall be able to comprehend and appreciate the claims to which 
he ought to give effect; and, with a view to the latter object, 
that no disorder of the mind shall poison his affections, pervert 
his sense of right, or prevent the exercise of his natural faculties 
—that po insane delusion shall influence his will in disposin 
of his property and bring about a disposal of it which, i 
the mind had been sound, would not have been made.’ 

He quoted with approval, inter alia, a passage from an 
American judgment as follows: 

‘By the terms “a sound and disposing mind and memory ” 
it has not been understood that a testator must possess those 
qualities of the mind in the highest degree; otherwise very few 
could make testaments at all; neither has it been understood 
that he must possess them in as great a degree as he may have 
formerly done; for even this would disable most men in the 
decline of life; the mind may have been in some degree 
enfeebled; and yet there may be enough left clearly to discern 
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and discreetly to judge of all those things, and all those cir- 
cumstances, which enter into the nature of a rational, fair 
and just testament. But if they have so far failed as that 
these cannot be discerned and judged of, then he cannot be 
said to be of sound and disposing mind and memory.’ 


Banks v. Goodfellow was a case of intermittent 
delusional insanity and in In the Estate of Bohrmann 
(1938 (1), A.E.R. at pp. 271, 279) it appears to be 
suggested by Langton, J., that there cannot be testa- 
mentary incapacity except where delusional insanity is 
proved. This however is clearly not the case. Harwood 
v. Baker (3 Moo. P.C. 282) which entered largely into 
the Lord Chief Justice’s exposition of the law in Banks 
v. Goodfellow, is a case not of delusional insanity but 
of mental enfeeblement caused by disease, the testator 
having been seized with an illness which caused 
paralysis on the right side and a state of mental torpor. 
His second wife had attended him throughout his illness 
and he had made a will leaving everything to her to 
a — of other members of his family. Erskine, 

.. Said: 


‘In order to constitute a sound disposing mind a testator 
must not only understand that he is by his will giving the 
whole of his property to one object of his regard; but that he 
must «iso have capacity to comprehend the extent of his 
property 2nd the nature of the claims of others whom by his 
will he is eactuding from all participation in that property; 
and the protection of the law is in no cases more needed than 
it is in those where the mind has been too much enfeebled to 
comprehend more objects than one, and most specially when 
that one object may be so fixed in the attention of the invalid 
as to shut out all others that might require consideration; and 
therefore the question...is not whether Mr. Baker knew 
when he was giving all his property to his wife and excluding 
all his other relations from any share in it, but whether he 
was at that time capable of recollecting who those relations 
were, of understanding their respective claims upon his regard 
and bounty, and of deliberately forming an inte ligent purpose 
of excluding them from any share in his property. 

Again, the much more recent case of Battan Singh 
v. Amirchand (1948 (1), A.E.R. 152) is one not of 
delusional insanity but of mental enfeeblement due to 
sickness and old age. Lord Normand, delivering the 
judgment of the Privy Council, said (p. 155) 

‘A testator may have a clear apprehension of the meaning of 
a draft will submitted to him and may approve of it, and yet, 
if he was at the time through infirmity or disease so deficient 
in memory that he was oblivious of the claims of his relations 
and if that forgetfulness was an inducing cause of his choosing 
strangers to be his legatees, the will is invalid.’ 

The question of mental enfeeblement caused by 
disease or age was in fact considered in Banks v. Good- 
fellow, as appears from the passage in which, having 
discussed the effect of partial insanity, the Lord Chief 
Justice continued (p. 566): 

‘It may be here not unimportant to advert to the law relat- 
ing to unsoundness of mind arising from another cause— 
namely from want of intelligence occasioned by defective 
organisation, or by supervening physical infirmity or by the 
decay of advancing age, as distinguished from mental derange- 
ment, such defect of intelligence being equally a cause of 
incapacity. In these cases it is admitted on all hands that 
though the mental power may be reduced below the ordinary 
standard, yet if there be sufficient intelligence to understand 
and appreciate the testamentary act in its different bearings the 
power to make a will remains.’ 

When he referred to the ‘different bearings’ of the 
testamentary act he clearly had in mind the require- 
ments set out in the earlier passage which I have quoted 
from his reasons for judgment. 
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The analyses of the testamentary power which I have 
extracted from Banks v. Goodfellow and Harwood v. 
Baker have been elaborated in such cases as Smee v. 
Smee (5 P.D. 84): Burdett v. Thompson (L.R. 3 P & D, 
72 (n)), and Birkin v. Wing (91 L.T. 80) but without 
adding materially to their effect. It is abundantly clear 
from the authorities that it is not sufficient that the 
testator understood and intended the dispositions which 
he was making in his will (see on this point in our 
own Courts Estate Rehne and Others v. Rehne (1930, 
O.P.D. 80 at p. 91); Lange v. Lange (1945, A.D. 332, 
at p. 342)); it is necessary further that he shall have 
been able to comprehend and appreciate the claims of 
his various relations upon his bounty, without any 
poisoning of his affections, or perversion of his sense 
of right, due to mental disorder; and generally, to use 
the language of the American case referred to by 
Cockburn, C.J., that he shall have had the ability 
‘clearly to discern and discreetly to judge of all these things, 
and all those circumstances, which enter into the nature of a 
rational, fair and just testament.’ 

I am not aware of any case in which the testamentary 
capacity has been considered of a testator suffering from 
aphasia of the type proved in the present case. I was 
referred by Mr. Suzman to the case of Moore v. Moore, 
a report of which appears in the Times of 13 February 
1900. The testatrix had had a stroke resulting in 
paralysis and loss of speech to such an extent that 
she could only express assent or dissent. With a view 
to ascertaining her instructions for a will two packs of 
cards were prepared, one containing various items of 
her property and the other the names of the relatives. 


A card containing an item of property was laid down 


before the testatrix who then selected from the pack 
containing the names of relatives the card containing 
the name of the relative to whom she wished the pro- 
perty to go. The process was then repeated in regard 
to the other items of property. Her will drawn up 
and executed as a result of this procedure was held to 
be valid. It appears from the report however that the 
aphasia from which she suffered was only of the expres- 
sive kind, as she was able to read with comprehension, 
and evidence was given that her mind was quite clear. 
King v. Farley (162 E.R. 659) seems to have been a 
case of aphasia, but no questions of law appear to have 
been involved in the decision. 

Though aphasia is not specifically dealt with in the 
authorities, impairment of mind resulting from it is in 
the legal aspect in no way different, in my view, from 
the mental enfeeblement resulting from illness, disease 
or old age which is referred to in some of the authorities 
to which I have referred above. 

I have so far only discussed English authorities. 
Banks v. Goodfellow is, however, accepted in our 
Courts as being in consonance with Roman-Dutch 
Law, and the view which I have derived from the 
English cases appears to me to express correctly our 
law upon the subject. In Tregea v. Godart (supra) the 
nature of testamentary capacity was briefly touched 
upon. E. R. de Villiers, J.A. (p. 42), stated that the 
full degree of testamentary capacity required by the 
Roman-Dutch Law was that the testator should be 
able to manage his own affairs; but as the testator’s 
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own affairs include the making of his will this, regarded 
as a definition, is with great respect, not very helpful in 
the present case. Tindall, J.A. (p. 49), said that in 
cases of impaired intelligence caused by physical 
infirmity, though the mental power may be reduced 
below the ordinary standard, ‘ yet if there be sufficient 
intelligence to understand and appreciate the testamen- 
tary act in its different bearings, the power to make a 
will remains’. Here the learned Judge was following 
the language of Cockburn, C.J., in Banks v. Goodfellow, 
and it is I think clear from his reasons for judgment 
that he accepted the correctness of the test laid down 
in that case. . 

In Cloete v. Marais (1934, E.D.L. 239), the tests of 
mental capacity laid down in Banks v. Goodfellow and 
Harwood v. Baker were accepted by Pittman, J., who 
found however that the plaintiff, seeking to set aside a 
will, had failed to prove testamentary incapacity in 
terms of these decisions. 

Having come to the conclusion which I have 
described as to the main provisions of the will it seems 
to me that the tests of capacity propounded in Banks 
v. Goodfellow and the other cases in that series were 
not satisfied and that I must therefore set aside the 
will. An order will accordingly be made in terms of 
prayer (a) of the declaration declaring the document 
signed by the deceased on the 15 April 1948, to be null 
and void as the last will and testament of the deceased, 
and cancelling the letters of administration issued to 
the defendant thereunder. As no evidence was led 
proving the due execution of the will alleged to have 
been made by the deceased in 1939 Mr. Suzman did 
not ask for an order in terms of prayer (b) of the 
declaration and accordingly no such order will be made. 

In view of the foregoing it is unnecessary for me to 
deal in detail with Mr. Suzman’s third ground of attack 
upon the invalidity of the will. I have already adverted 
to that portion of Byron Bramwell’s article in which 
reference is made to the necessity for certain checks 
and safeguards in order to ensure that a draft will 
correctly expresses the intentions of the testator. The 
mere omission of the checks and counter checks which 
are suggested is, however, not in itself a ground for 
holding that the will is not the will of the testator, 
though it may of course be most material, as evidence, 
on the question whether the testator did understand 
what he signed. 

It remains to consider the costs. Mr. Suzman main- 
tained that if the plaintiff succeeded the defendant 
should be ordered to pay her costs, as well as his own, 
personally, on the ground that he had acted without 
reasonable grounds or bona fides in defending the case, 
and also because, though sued as executor, he was in 
essence defending as legatee. In the circumstances of 
this case, however, I do not consider that the defendant, 
in his capacity as executor, could reasonably be 
expected to let the case go by default. Questions of 
testamentary capacity are notoriously difficult, and the 
defendant was able to put before the Court a number 
of medical, as well as lay, witnesses who seem to me 
to have formed an honest, if mistaken, view as to the 
rationality of the deceased. inions might well have 
differed upon the point, and I have found it by no 
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means easy to arrive at the conclusion which I have 
reached. In Dunn v. Estate Dunn (14 C.T.R. 132) de 
Villiers, C.J., expressed the opinion that it was the duty 
of an appointed executor to defend the will until it is 
set aside by the Court, and in Boughton v. Knight (L.R. 
3 P.D. 64) the view was taken that the executor, though 
he had failed to prove the testamentary capacity of 
the deceased, was entitled in the circumstances of the 
case to take the opinion of the Court upon the state of 
the testator’s mind. In questions of testamentary 
capacity as well as of interpretation the Courts often 
act upon the principle that where the litigation has 
been brought about by the conduct of the testator, the 
costs of the parties should come out of the estate (Twist 
v. Tye (1902, P.D. 92); Boughton v. Knight (supra); In 
re Estate Plant (1926, P.D. 139); Nurok v. Nurok’s 
_ Executors (1916, W.L.D. 125); Tregea and Another v. 
_ Godart and Another (1939, A.D. 16 at p. 19)). In all 
the circumstances I think that this is a case in which 
the costs of both parties should come out of the estate. 
In the ordinary case, where the costs of an executor 
are ordered to come out of the estate this order covers 
not merely party-and-party but also attorney-and-client 
costs (see e.g. Thomas v. Jones (1928, P.D. 162)). That 
however is where the executor is the duly appointed 
executor. In the present case the defendant, as I have 
found, was not entitled to be executor because the will 
appointing him was invalid, and it does not seem fair 
that the heirs should pay his costs as between attorney 
and client. In Tregea v. Godart, the Court of first 
instance, having set aside the will and ordered the costs 
of both parties to come out of the estate, refused to 
make an order in favour of the executors, who had 
failed, for their costs as between attorney and client, 
and I propose to follow the same course. The costs 
of the defendant which come out of the estate will 
therefore be limited to his ordinary costs. No sub- 
mission was made by Mr. Suzman in regard to the 
attorney-and-client costs of the plaintiff. 

Qualifying expenses will be allowed for Drs. Geerling 
and Suzman who were called for the plaintiff and Dr. 
Watt called by the defendant. The plaintiff and the 
defendant are both declared necessary witnesses, and 
by agreement of the parties the costs of the transcript 
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of evidence are to be costs in the cause. 


PASSING EVENTS 


Dr. Max B. Feldman, M.B. (Rand.), M.R.C.P. (Edin), D.P.M. 
(R.C.P. & S. Eng.), has joined Dr. Alice Cox in specialist 
psychiatric practice at 1 Keyes Court, Keyes Avenue, Rose- 
nk, Johannesburg. 
Telephones: Rooms: 42-1900; Residence: 42-1643. 


* * * 


Dr. I. Mirvish returned to Cape Town on the Stirling Castle 
(14 September 1950) from a lengthy visit overseas. Mie 
He attended the sixth International Congress on Paediatrics 
at Zurich in July and visited a number of paediatric centres 
in Great Britain. 
* 


tulations to Dr. and Mrs. J. Daneel, of Hermanus, C.P., 
on the birth of twin boys on 19 September. 
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Str REGINALD WATSON-JONES 


In his mony the third Arthur Sims Travelling Professor, 
Sir Reginald Watson-Jones will be in Cape Town from 10 to 
15 October. 

Under the auspices of the Cape Town Post-Graduate Medical 
Association, Sir Reginald will lecture on Fifty Years’ Progress 
in the Treatment of Injuries. His lecture will be illustrated by 
lantern slides. 

Members of the Medical Association are invited to be 
present. The exact time and place of the meeting will be 
announced by circular to members of both Associations. 


* * * * 


We regret to record the death of Dr. K. Frater of Cape Town. 
Obituary appreciation notices have been received and will be 
published in the near future. 


* * * 


We regret to record the death of Dr. Frank Jack Levy of 
Johannesburg. 


NEW PREPARATIONS AND APPLIANCES 


TRICOMBISUL-SCHERING 


Tricombisul Tablets are a mixture of 0.166 gm. Sulpha- 
cetamide, 0.166 gm. Sulphadiazine and 0.166 gm. Sulpha- 
merazine, a combined sulphonamide content of 0.5 gm. in 
each tablet. 

The combination of three sulphonamides was developed on 
the basis of the sulphonamide solubility principle. It has been 
shown that a saturated solution of one sulphonamide still 
dissolves almost as much of a second sulphonamide and yet 
a third, as if the first were not present. When used as directed, 
because of the reduced amount of any one sulphonamide 
in the mixture, the likelihood of renal precipitation or crystal- 
luria is greatly reduced. Tricombisul’s greatest advantage is 
in providing a large margin of safety against kidney damage. 
Another significant advantage of Tricombisul is the replace- 
ment of Sulphathiazole with Sulphacetamide. With this sub- 
stitution the many untoward responses to Sulphathiazole such 
as drug fever, skin rashes and other signs of toxicity are 
minimized as they undoubtedly occur much less ged 
with Sulphacetamide. With combined sulphonamide therapy 
there is also a tendency toward more rapid and complete 
absorption as compared with the single compounds. 

Tricombisul Tablets are indicated when oral systemic 
sulphonamide therapy with Sulphacetamide, Sulphadiazine, or 
Sulphamerazine alone would be used. 

Dosage for Adults: Four gm. (8 tablets) as the initial dose, 
followed by 1 gm. (2 tablets) every four hours, day and night, 
until temperature, pulse and respiration have been normal for 
48 hours. Three or four gm. (6 to 8 tablets) may then be 
given in divided doses for two to three days more, depending 
on the type and severity of the infection. Children: The 
average daily dose is 0.2 gm. per kg. of body weight (approxi- 
mately 1.5 gr. per lb.). On the first day one-third of this 
dose is given as the initial dose, followed by one-sixth the 
total daily dose at four-hour intervals. This maintenance dose 
should be continued day and night until temperature, pulse 
and respiration are normal for at least 36 hours. Thereafter, 
the dose may be reduced to two-thirds or one-half the original 
maintenance dose for two to three days, depending on the 
type and severity of the infection. 

Tricombisul Tablets are manufactured in the Union of South 
Africa by Scherag (Pty.) Limited, Johannesburg, for, and 
under the formula and technical supervision of Schering 
Corporation, Bloomfield, N.J. 

Dy ae Tablets 0.5 gm. are available in bottles of 100 
a { 
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IN MEMORIAM 


Dr. S. F. SILBERBAUER 


May I be allowed to add to the tributes which have been paid 
to the memory of Stanley Silberbauer by Drs. Marais and 
Sichel. We had been friends for some 46 years. It was at 
his instance that I came out to South Africa, joining him at 
the Somerset Hospital. My home had been open to him in 
Scotland and his father’s house became my home from home 
in Cape Town. I shall never forget his mother’s kindness to 

me and her sweet and gracious presence. And so it came 
pe that Stanley, his wife and children took the place of 
the relatives I lacked in South Africa. was a sterling 
character, completely honest, charitable, full of humour over 
the foibles of his fellows, yet without malice. As a physician, 
as in his private capacity, he was a wise counsellor full of 
common sense and sound judgment. He had more than 
cleverness or personality: he had character. 

For many years he struggled a — increasing illness, to 
which his very active service in Africa during the first 
World War must have largely contributed. 

As his house doctor for the past 12 years, I have been 
amazed at the patience with which he has met not only his 
own frequent relapses but the lon m Pow and painful illness of his 
wife. To these anxieties were a uncertainty about his 
three sons, all of whom quit themselves like men in the late 
war and about the fate of one of whom nothing was known 
for many anxious months. 

He took a quiet pride in their service and had the satis- 
faction that they all came back safely for their mother to 
see them before she died. 

With Stanley's passing something of the savour has gone 
out of life; none can quite take his place. 

To his children, two of whom will follow his profession, 
he has set an example of how life should be lived and whilst 
his friends share in their sorrow, they share too in their pride 
in a great character. 


F. R. Luke. 
* Five Ways’, 
Camp Ground Road, 
Rosebank. 
18 September 1950. 


REVIEWS OF BOOKS 


Dry’s CARDIOLOGY 


A Manual of Cardiology. By Thomas J. Dry. (Pp. 355 
with 97 figures. 42s. 6d. or $5.00. 2nd ion.) 
Philadelphia: W. B. Saunders Company. 1950. 


Contents: Introduction. 1. be Normal Heart and Fundamental 
siderations of Heart Disease. 2. Specific Features to be looked for in 
order to make a Diagnosis of Heart Disease. 3. Cardiac Murmurs and 
other Heart Sounds: Their Role in the Diagnosis of Heart Di . «& 
Abnormal Pulsations helpful in Diagnosis of Cardiac Disease. 5. Alterations 
in Cardiac Size and Cardiac Contour. 6. Disturbances of Normal Cardiac 
Rate, Rhythm and Conduction. 7. The Normal Electroc 

the Mode of Production of Abnormal Patterns. 8. Congenital Heart 
Disease. 9. Rheumatic Heart Disease. including the Rheumatic > and 
Related Diseases. 10. Hypertensive Heart Disease. 11. Heart 
Disease. 12. The Heart in Certain Metabolic States. 13. S$ ilitze Heart 
Disease. 14. Pulmonary Heart Disease (Cor Pulmonale). 15. Neoplastic 
Involvement of the Heart. 16. Pericardial Disease. 1 

on Treatment of Heart Disease in the Absence of 

Congestive Heart Failure. 19. Cardiac rosis. 

and Surgical Operations in Relation to Organic Heart Disease.’ Index. 


Dr. T. J. Dry is a distinguished South African medical graduate 
now Associate Professor of Medicine at the University of 
Minnesota and Consultant he the Section on Cardiology at 
the Mayo Clinic. Those who heard Dr. Dry’s lectures when 
he visited this country recently will not be surprised to discover 
in this excellent little book that clarity of presentation which 
was the hall-mark of his addresses to university audiences in 


this country. 
practitioners should find the 


Students as well as bi 
volume a very helpful one. It is particularly readable because 
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Dr. Dry has developed his theme in intimate association with 
those fundamental physiological principles which are essential 
for a — my oa to the study of the functions and the 
disorders of the rt. 


UROLOGICAL SURGERY 


Urological Surgery. By Austin Ingram Dodson, M.D., 
F.A.C.S. With contributions by Randal A. Boyer, M.D., 
Douglas G. M.D., F.A.C.P., Fred H 
M.D., Leon Howard, MD., F.ACS., 
Winston Howley M. D., F.A.CS., Linwood D. 
M.D., F.A.C.S. obert B. Mclver, M.D., F.A.C.S., Charles 
M. Nelson, M.D., Williams E. Pembleton, M.D., George 
Cc. Prather, M_D., F.A.C.S., James H. Semans, M. 
F.A.CS., Lawrence O. Snead, M.D., F.A.C.R. (Pp. 855. 
With 645 ._ 7 £5 14s. 9d. Second edition, 1950.) 
St. Louis: The C. V. Mosby Company. 


Contents : \ Anatomy of the Urogenital Tract. 2. Diagnosis and 
Urography. Preoperative and Postoperative Care. 4. Radiation Therapy 
of Lesions of ee Tract. 5. Acid-Base Balance and Fluid Admini- 
stration. 6. Blood Transfusion and p Treatment of Shock. 7. Anesthesia 
in Urological a. 8. Surgical Approach to the Kidney. 9. Congenital 
Anomalies of the Kidney and Their Treatment. 10. The Surgical Treatment 
of Renal Infections. 11. Renal Tuberculosis oe Its Treatment. 12. 
Kidney and Their Treatment. ‘osis and Its 

14. Renal Calcul and Their teem, 


po of the Kidney and Their Treatment. 
Their Treatment. 18. Nephrectomy. 19. 

~~ me. 20. Operations upon the Adrenal Gland. 21. Surgical Approach 
to the “Ureters. Incisions for rations on ee 22. Congeni 
lies of the Ureter and Their Treatment. Pyoureter and ny Treatment. 
24. Denervation of the Ureter for Painfal S . 25. Ureteral Calculi 
and Their Treatment. 26. Injuries of the Ureter and Their Treatment. 
Urete Ureterocystostomy; Ureterostomy, External; 
7 Tumours of the Ureter and Their Treatment. 
Surgical Approach to the Bladder. Incisions for 
Operations on the 2 ate 30. Injuries of the Bladder and Their Treat- 
ment. 31. Vesical Fistulas. 32. Neurogenic Disease of the Bladder. 33. 
Surgical Treatment of Patent — v3 of Urachus, Extr y 

of Bladder and Diverticula of the Bladder. . Tumours of the Bl 
General Considerations. 35. Surgical , my of Bladder Tumours. 36. 
The Surgical Treatment of the Male Urethra. 37. Congenital Anomalies 
ale Urethra, and Their Treatment. 38. Surgical Treatment of 
Strictures and Fistulas of the Male Urethra, and Perineal Defects. 39. 
Injuries of the Urethra and Their Treatment. 
Urethra and Its Treatment. 41. Surgical Conditions of the Female Urethra 
and Their Treatment. 42. Surgical Conditions of the Penis and Their 
Treatment. 43. Surgical Conditions of the Scrotum and Their Treatment. 
al Diseases of the Tunica Vaginalis «* Spermatic Cord and 


44. Su 
Their Treatment. 45. Surgical Conditions of Testicle and Their 
Treatment. 46 al Conditions of the Epi idymis, Vas Deferens and 


Their Treatment. 47. ndocrinology and Endocrine 
Therapy of the Prostate. 48. The Prostate Gland. 


The first edition of this book appeared in 1944 and proved 
invaluable to all surgeons practising urology. In the second 
edition Dr. Austin I. Dodson has continued to present and 
— those surgical oem which arise in everyday 

ogical practice. Some 7 of text and as many lucid 
iilvetentions have been a making the book completely 
up-to-date. 

Several "chapters have been revised. There is additional 
information regarding endocrine therapy; several new 
—- are described; neurogenic disease of the bladder is 

discussed much more fully—these | additions have 
all increased the usefulness of the boo 

As in the earlier edition, the description surgical 
is extremely clear and the text is greatl 

y the excellent illustrations. Although this wor 
pretend to be a textbook of genito-urinary ge it ¥ 
complete and abounds in useful information regarding many 
clinical aspects of urological practice. It is intended as a 
surgical supplement to the more comprehensive textbooks; 
this purpose it fulfills with distinction. 

In discussing the surgical treatment of a given pathological 
entity, several operative procedures are listed and described, 
and the comments regarties each procedure are considered 
and sound. The book is intensely practical and could only 
have been prepared by a wostaget with an extensive practical 
experience. For this reason frequent expression of his 


personal views is acceptable and welcome. 

It is a book which it is a pleasure to refer to. The subject 
matter is arranged on an anatomical basis, and at the end of 
each chapter a comprehensive list of references is appended. 
This book will continue as a standard reference on the subject 
of Urological Surgery. 
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CURRENT THERAPY 


Current Therapy 1950. Edited by Howard F. Conn, M.D. 
and various consulting Editors. (Pp. 736. 85s. or $10.00.) 
Philadelphia: W. B. Saunders Company. 1950. 


a 1. The Infectious Diseases. 2. Diseases of the Respiratory Sys- 
tem. 3. Diseases of the Cardiovascular System. 4. Diseases of the Blood 
and ti; 5. Diseases of the Digestive System. 6. Disorders of Meta- 
bolism and Nutrition. 7. Diseases of the Endocrine System. 8. Diseases 
of the Urogenitai Tract. 9. The Venereal Diseases. 10. The Allergic 
Diseases. 11. Diseases of the Skin. 12. 7 of the Nervous System. 
13.Diseases of the Locomotor Phos Obstetric Gynecologic 
Conditions. 15. Diseases due to ical a. Chemical Agents. 

Current Therapy this year seh another distinct stride forward. 
Dr. Conn has sifted all the 1949 material with the aid of 
the consultants and the contributors with the result that the 
residuum which has stood the test of the scrutiny becomes 
included in the new volume as a sound basis on which to 
build and to which to add the newer advances. 

In the preface it is made clear how extensive the changes 
have been. ‘Sixteen new subj are included, with a new 
section on Diseases of the omotor System; forty new 
Contributors have writien articles for the current volume; the 
section on Infectious Diseases has been completely revised to 
include the latest chemotherapeutic advances; and iarge sections 
of the book have been reorganized in the interests of greater 
clarity of presentation.’ 

This volume plans to be a complete compendium of 
treatment for the busy physician and every method reported 
is tested at first hand by the more than 250 contributors to 
the book. Dogma is avoided by the inclusion of alternative 
methods of treatment. 


This annual review, constantly characterized by _ its 
contemporary nature, is a valuable contribution to our medical 
literature which has come to stay. 


MODERN TREATMENT 


Modern Treatment Yearbook 1949. Edited by Sir Cecil 
Wakeley, K.B.E.. C.B.. DSc... F.R.CS.. F.R.S.E. 
F.R.ACS. (Hon.). (Pp. 338 + viii. With 39 illustrations. 
15s.) London: The Medical Press. 1949. 


Contents: 1, The Modern Treatment of Carcinoma of the Breast. 2 
An Approach to the eg and Treatment of the | Subfertile Couple. 
3. The Modern Treatment Latent A bi 4. Tub Lympha- 
denitis. 5. The Aetiology and Modern Treatment of Adiiemdde. 6. 
The Early —_ -y and Treatment of Carcinoma of the Rectum. 7. 
Contemporary Skin Hazards in Industry. 8&8. The Modern Treatment of 
the Retropulsed Lumber Inter-vertebral Disc. 9. Modern Trends in the 
Treatment of Pulmonary Tuberculosis. 10. Various Forms of Conjuncti- 
vitis and their Treatment. 11. Diabetic Emergencies. 12. Imonary 
Embolism. 13. The Care of Old Age in the Home. 14. Head 
Injuries Due to Road Accidents. 15. The Value of Drugs in the Treatment 
of Heart Disease. 16. The Aetiology and Modern Treatment of 
Amenorrhoea. 17. The Third Molar. 18. The Aetiology, prevention and 
Treatment of Retained Placenta. 19. The Aetiol and Treatment of 
Paraoxymal Tachycardia. 20. Modern Treatment of Fracture of the 
Calcis. 21. Detachment of the Retina. 22. Chronic Otitis Media. 23. 
The Modern Treatment of Burns. 24. Sycosis Barbae. 25. The Modern 
Treatment of Hysteria in Children. 26. Radical Excision of the Rectum 
without Colostomy. a Diagnosis and Modern Treatment of Injuries 
of the Semilunar Cartilages. 28. Aetiology and Treatment of Iridocyclitis. 
29. The Internal Fixation of Fractures of the Shafts of the Long Bones. 
30. The Diagnosis and Modern Treatment of Pink Disease. 31. Treatment 
of Tendon Injuries in the Hand. 32. The Treatment of Pulmonary Tuber- 
culosis in Childh . 33. Emergency Surgery in the Neonatal Period. 
34. Diagnosis and Modern Treatment of Hypertrophic Pyloric Stenosis of 
Infancy. 35. Chronic Mastitis, 36. Proptosis; its Differential Diagnosis 
and Treatment. 37. Pyorrhoea. 38. Cystitis. Treatment of 
S am’s Chorea. 40. Modern Trends in the Treatment of Intermittent 
Claudication. 41. The Treatment of Genital Warts. 


The Modern Treatment Yearbook 
require introduction. It is not a textbook of treatment. but 
deals with a series of diagnostic and therapeutic problems 
frequently facing the general practitioner. The questions dealt 
with can be gathered from the list of contents. Each entitv 
is discussed by an expert in the particular field. The clinical 
manifestations and the diagnostic approach constitute the 
initial part of each chapter and are followed by a discussion 
of the treatment. 
Early diagnosis and good results obtained with surgery in 
early carcinoma of the breast and rectum are well stressed. 
chapter on the treatment of diabetic emergencies is well 
presented, though more detail and reference to the role of 
potassium would not have been out of place. The treatment 


is too well known to 
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of cardiac failure and tachycardias will be found valuable 
and the importance of mercurial diuretics is well brought out; 
here too, however, some would prefer a little more detail. 
The op of early recognition and treatment of iritis 
should noted. It is pleasing to see chapters on pulmonary 
infarction and industrial dermatoses. One on the care of old 
- at home is a manifestation of the growing consciousness 

this important problem. 

On the whole this is a useful volume although it deals with 
well-established rather than modern methods of therapy. The 
use of modern antibiotics is conspicuous by its absence. 


UroLocy 1949 
The 1949 Year 4 Ur 'y (September, 
October, 1949). Edited § ley, M.D 
F.AC.S. (Pp. 445. With 62 heme $5.00.) 
Chicago: The Year Book Publishers Inc. 1950. 


Contents: 1. General Contin. 2. The Kidney and Adrenals. 3. 
Perinephric -— The Bladder. 5. Transurethral Operations. 
6. The Postate. 7. The Genitalis. 8. Gonorrhea. 


To-day there are so many medical publications that it is 
virtually impossible to be completely conversant with all the 
communications in any one speciality. It is for this reason 
that the Year Book series is so welcome, for here are found 
generous summaries of important articles drawn from a large 
selection of urological, surgical and medical journals. 

A series of year books is, in addition, a very convenient 
and easy starting point when looking up any subject; a small 
bibliography is quickly compiled. 

The field of urology is adequately covered and borderline 
subjects, such as gonorrhoea and the adrenal, are included. 
Articles on nephritis, mercurial poisoning, peri-arteritis nodosa 
and all aspects of renal failure are included. This type of 
medicine is good for the ‘urological soul’, 

e unique feature is the ‘Quiz’ on the cover, which is 
resumably inserted to persuade purchasers to buy the book 
in order to find the answers. The reviewer was able to 
answer four of the questions correctly. 


1949 YEAR BooK OF ORTHOPAEDICS 


The 1949 Year Book of Ortho 

Surgery (October 1948-November 1 Edited by Edward 

. Compere, M.D., F.A.C.S. te 464. With 328 

illustrations. $5.00.) cas: Year Book Publishers Inc. 
Contents: 1. Introduction 2. Poliomyelitis. 3. Congenital Deformities. 
the and Anatomy of the System. 5. 
and Fibrodysplasia. 8. Rheumatism. 
10. The — 11. 


and 


Arthritis and 
cations and 
and Arm. The Hand. 13. Age and Knee. 

and Ankle. Os. Amputations pa Prost 16. Surgical Technic. 17. 
Instruments, Appliances and Bone Banks. 18. Miscellaneous. 


This is an excellent survey. a uality of the summaries is 
of a uniformly high standard. e editorial staff have the 
gift of extracting the gist of articles without detracting 


therefrom. The book is well set out and the excellent 
blending makes for very eas ~~ : The one lapse in the 
lay-out is the inclusion of a reference to pseudarthrosis 


following spinal fusion in the chapter dealing with the foot 
and ankle. 

Material has been selected from over 75 different journals. 
South Africa is represented by reference to contributions by 
Horwitz, Schulenberg and Gillis. It is to be regretted that 
Dr. Compere has not seen fit to draw on any of the valuable 
contributions to be found in the British Numbers of The 
Journal of Bone and Joint Surgery. 

Editorial comment is reduced to a minimum and is short 
and to the point. This is seen, e.g. in the condemnation of 
the late le Veuf’s attitude towards the treatment of congenital 
dislocation of the hip, and also in the condemnation of 
wholesale open reduction of fractures. 

The selection of material dealing with the advances in the 
treatment of rheumatoid arthritis is particularly good, as is 
that on the controversy about when and whether spinal fusion 
should follow * disc surgery. The editor is a_ strong 
protagonist of the ‘fusion school’. 

A review of the development of the bone bank is included 
towards the end of the book but. as the editor points out, 
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homogeneous bone is only indicated for grafting when 
insufficient autogenous bone is available. 

The book is recommended to all interested in orthopaedic 
surgery. Its particular value lies in that it covers such a wide 
field of the literature usually not easily accessible. 


PSYCHIATRY FOR STUDENTS AND NURSES 


A Practical Handbook of for Students and 
Nurses. By Louis Minski, M D.P.M. (Pp. 
136. Second edition, 1950.) Saaiees William 
Heinemann, Medical Books, Limited. 
Contents: Preface. Introduction. 1. Poms of the Individual. 2, Child 
Psychiatry. 3. Aetiology of Mental Iliness. General Symptomatology. 
5. Affective Reaction Types. 6. Schizophrenic ; a Types. 7. 
Reaction Types (continued). 10. Psychoneuroses. 11. Nursing and General 
Management. 12. Specialized Forms of Treatment (Insulin). 13. 
Specialized Forms of Treatment (continued). . 1 
| ~~ cro Therapy and Rehabilitation. 16. Legal Aspects of 


This small handbook, as the author himself sa says, is inated 
to be a concentrated guide to the study of psychiatry . 

Minski’s Capsules for Chronic Psychiatry, in fact, IB.’ 
to contain all the psychoses. 

For medical students in the throes of revision, or for 
hurried Practitioners wanting to refresh their memories at a 
moment's notice, this book has undoubted value. It is divided 
and labelled in so intelligent a manner, that it requires only 
a matter of seconds to find exactly what one is seeking; and 
it is a tribute to the depth of Dr. Minski’s knowledge that 
he is able to present it in so concise and condensed a form, 
without sacrificing any of the essentials; but as a handbook 
for nurses, we may doubt the efficacy of this work. Nurses, 
as a rule, have a very scanty bac ~ wr of medical and 
scientific knowledge, and the stan of education for 
trainees in Mental Hospitals, in particular, is deplorably low. 
For this reason, with the exception of Chapter 11, on 
Nursing and General Management, which could not be 
improved upon from a nursing point of view, Dr. Minski’s 
book can only provide nurses with that ‘little knowledge’ 
which may prove a ‘dangerous thing’. 


PRACTICAL PROCEDURES IN CLINICAL MEDICINE 


Practical Procedures in Clinical Medicine. By R. 1 S. 
Bayliss, M.A., M.D. (Camb.), — 32 5 + viii. 
With 62 illustrations. 25s.) London: J. & A. Churchill 
Limited. 

Contents: 1. Inj and the Collection of Disorders 


Blood. 2. of 

. . Disorders of the Cardio-Vascular System. 4. 
of the Blood. 5. Parenteral Infusions. 6. Examination of 
Urine and Tests of Renal Function. 7. Disorders of the Liver. 8. Dis- 
orders of the Respiratory System. 9. Disorders of the Central Nervous 
System. 10. Endocrine and Metabolic Disorders. 11. Radiology in Clinical 
Medicine. 12. Miscellanea. Index. 


It is a pleasure, though at the same time rather difficult, 
review this book by Dr. Richard Bayliss. It contains a weal 
of information concerning all types of practical procedures, 
some of which are of daily, and others of rare, medical 
necessity. It is, at the same time, more than merely a 
collection of practical procedures, since the theoretical bases 
of most of them are —— discussed, though briefly. For 
instance, there is a very pes section describing ects of 
the visual fields caused by lesions of the optic pathway; there 
is an explanation of certain features of carbohydrate 
metabolism; a valuable explanation of the meaning of milli- 
equivalents; a clear summary of water salt balance, this latter 
in a chapter by Dr. Geoffrey Tovey. 

One criticism which might oa is that there are perhaps 
too detailed descriptions of very simple procedures, and, in 
an pions to include everything, certain features are too 
brief to of much value and are really better and quite 
easily found elsewhere. For instance, the section on dietetics, 
though well written, seems to be too short to be very helpful, 
particularly since several, simple books on this subject are 
readily available. One or two more recent procedures, the 
references to which are not so easily obtainable, could be 
usefully included, e.g. the simple screening stool gelatin test 
for trypsin; staining methods for total eosinophil counts; 
practical points in the performance of food balance experiments 
and the use of more accurate methods for estimating 
haemoglobin, such as the M.R.C. photometer. 
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Mistakes seem extremely few, and it would be carping to 
mention one or two points with which the reviewer disagrees. 
The style is clear, as are the illustrations and the book as a 
whole can be thoroughly recommended and will certainly be 
of great value to senior students, housemen, senior residents 
and the more enterprising general practitioners. 


Sir LEONARD ROGERS 


ifty-Five Years of Tropical Medicine. By 

. K.C.S.L., C.1.E., F.R.C.P., F.R.CS., 

TRS. (Pp. 271 + Xvi. 18s.) London: Frederick 
Muller Ltd. 1950. 


Contents: Foreword and Introduction. 1. Early Years and Education, 
1868-1892. 2. Military Duty in India, 1893-1896. 3. Kala-azar paaeioe 
tion in Assam, 1896-1897. 4. Reversion to Military . Wwe 
Research. 5. General Account of Life in Calcutta, 1900-192 _ 
in the Sanitary Department. 7. Amoebic Dysentery and Liver yp Any 
1900-1912. 8. Snake Venoms, 1901-1903. 9. Differentiation of Tropical 
Fevers: (i) Fevers of Long Duration. (ii) Fevers of Short Duration. 10. 
The Cure of Cholera, 1906-1917. 11. Foundation of Calcutta School of 
Tropical Medicine and Hygiene. 12. Interruptions of Research. 13. 
aoe at ie and Treatment of Leprosy and Tuberculosis. 14. Epidemi- 

of Diseases in India: Forecasting Epidemics. 15. Later London Life. 
Appendix 1 and 2. Index. 


Happy Toil is the story of Sir Leonard Rogers who spent 
27 years in the Indian medical service and whose name is 
intimately associated with the story of kala-azar, dysentery, 
cholera, leprosy and snake poisoning. 

Sir Leonard’s achievements in epidemiology are also well 
known and this modest account of a great career is virtually 
a record of the history of contemporary medicine in India. 

The volume will interest laymen as well as doctors. It is 
a profoundly interesting account of a devoted career. 


HarRVeEY CUSHING 


Harvey Author and Artist. By 
Elizabeth + xviii, With 12 


347 
plates. $4.00.) New Yorke” Henry Schuman. 


Contents: 1. The Western Reserve of Connecticut. 2. ‘As the Twig 
is Bent’. Son of Yale. 4. 5. Medical Student at 
The Halfway ae, 7. ‘A Great - ¥ to Grow Hair and 

1 lohn Hopkins Hospital. Resident in Surgery. 
10. A Young Provincial Abroad. 11. The Closed a S.. 12, * For Books 
Are Not Absolutely Dead Things’. 13. “ah Discouraging Years. 14. 
15. The Path Broadens. > “ee Fulfilled. 17. Return 
* The en. 20. A 


24. Founder a 25. 
lessor of Neurology at Yale. 27. The 


Evening Years. 28. ‘ Be You but Brave and Diligent * 


Miss Elizabeth H. Thomson, who is research assistant at 
the Historical Library at the Yale University School of 
Medicine, has completed a most excellent biographical study 
of one of the giants of the Surgery and Endocrinology of 
our times. 

Harvey Cushing’s name has not only been immortalized 
eponymously, but it has also been preserved in the technique 
of the day-to-day work of every neuro-surgeon in all parts 
of the world. This volume does full justice to his many- 
sided character and his versatile talents. 

There are numerous reproductions of Cushing’s own 
drawings and those extracts from the histology notebook 
which he kept as a student during his first year in medical 
school are an interesting demonstration of his fine sense of 
proportion, the accuracy of his representation and the 
meticulous precision of his detail. 

A very fine crayon portrait study by Deane Keller forms 
a fitting frontispiece to the volume which wiil appeal to those 
many readers who are anxious to read a briefer account than 
the detailed biography written by John F. Fulton, who con- 
tributes a laudatory foreword to the present volume. Miss 
Thomson’s account includes much new material not made use 
of by Fulton and which emphasizes to a much greater degree 
the important part that Mrs. Cushing played in Harvey 
Cushing’s career. 

This book will be an inspiration to every medical student 
and can be recommended to the attention of lay and medical 
reader alike. 
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CORRESPONDENCE 


Super-Eco, Eco anp Ip 


To the Editor: Prof. William McDougall, a former President 
of the Psychiatric Section of the Royal Society of Medicine, 
wrote in 1936: ‘I would go so far as to say that, at the 
resent juncture of human affairs, two studies only are of real 
importance, namely: Religion and Psychology. For it is these 
two closely allied studies that must teach us the answers to 
the old questions—What am 1? What may I hope for? What 
ought I to do?’! 

e also stated in the same publication: ‘ Recognition of this 
rinciple, the principle of mw out eae oo systems 
y their adequacy in the field of social phenomena, is much 

needed; especially the rising generation of psychologists need 
to use this principle as their oo in choosing, among the 
many rival systems, the form of psychology most deserving to 
be adopted and actively (p. 3). 

A social phenomenon that is giving rise to much misgiving 
is the burden being laid on the public funds of South Africa, 
as well as on those of other such civilized communities, by 
the great increase in mental illness and the consequent crowded 
state of Government and other mental hospitals. As for the 
anxiety, —- and sorrow experienced by the relatives of 
the mentally-ill, this is beyond computation in terms of money. 

As long as the aetiology of mental illness remains mysterious, 
both to the medical profession and to the lay public, this 
state of affairs is liable to continue and even to become 
accentuated. The writer therefore submits for publication the 
following research findings, checked on a large number of 
cases over the past six years. 

The Freudian terminology of the ‘Super-Ego’, the ‘Ego’ 
and the ‘Id’ has been used, inasmuch as all medical graduates 
are conversant therewith, as well as many well-read lay 
members of the public. The writer, however, opposes Freudian 

ychiatric technique, holding that such technique, followed to 
its logical conclusion, can result in the production of a sex- 
immoral or even a sex-amoral mental state in lieu of the pre- 
existing state of neurosis, psycho-neurosis or psychosis. 

The research findings, put then in the parlance of Freudian 
terminology, are as follows:— 

(a) The origin of all insanity lies in ‘Sin’; which gives rise 
to mental conflict between the Conscience or * Super-Ego’ 
and the soul or ‘Ego’. The ‘Ego’ is assisted in its conflict 
with the ‘Super-Ego’, by the ‘animal nature’ or ‘ primitive 
urge’, known as the ‘Id’. 

(b) When the is persuaded by the to 
take its advice, and to neglect the advice of the ‘Id’, the 
‘Ego’ admits its ‘Sin’, and, in admitting and making 
‘restitution’, frees itself from its ‘sense of guilt’, and thus 
returns to normal, i.e. to mental peace and balance. 

(c) When the ‘Ego’ is persuaded by the ‘Id’ to take its 
advice, and to neglect the advice of the * Super-Ego’, though 
still believing that the advice of the ‘ Super-Ego’ is the correct 
one, the ‘Ego’ becomes insane. 

(d) When the ‘Ego’ is persuaded to take the advice of the 
‘Id’, and to neglect the advice of the ‘Super-Ego’, and to 
believe that the advice of the ‘ Super-Ego’ is wrong, the *‘ Ego’ 
becomes criminal. 

(e) When the ‘Criminal Ego’ is brought to realize that the 
advice of the ‘ Super-Ego’ was right, confesses its crime, and 
seeks to ‘ make restitution’, it returns to normal—i.e. to mental 
peace and balance. 

(f) When the ‘Insane Ego” becomes persuaded by the ‘Id’ 
that the advice of the ‘ Super-Ego’ (which had been neglected; 
see (c)), was =e the ‘Insane Ego’ develops into the 
‘Criminally Insane Ego’. 

(g) When the ‘Insane Ego’ is persuaded that the advice of 
the ‘Id’ was wrong, and thus receives ‘Insight’ to see and 
admit that it was wrong, and determines to * make restitution’, 
the ‘Insane Ego” becomes sane—i.e. returns to normal, with 
mental peace and mental balance. 

(h) When the ‘Insane Ego’ is persuaded that the advice of 
the ‘Id’ was right, and that that of the *‘Super-Ego’ was 
wrong, the ‘Insane Ego’ becomes a ‘Criminal Ego” and an 
‘Apparently Sane Ego’. 

Such ‘false’ sanity is differentiated from the true sanity 
mentioned in Section (g) by: 

1. Justification by the ‘Ego’ to itself of its ‘Sin’. 

2. Lack of desire by the ‘Ego’ to ‘make restitution’. 
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However, since the conflict between the ‘Super-Ego’ and 
the ‘Ego’ has been resolved by the complete acceptance by 
the ‘Ego’ of the advice of the ‘Id’, and the ‘ Super-Ego’ is 
thus derided and ignored, the ‘Ego’ becomes ‘apparently 
sane’, but * conscienceless ’. 

This ‘unseating of the Super-Ego’, is apparently the effect 
produced on the ‘Super-Ego’, ‘Ego’, ‘Id’, association, by 
the operation of ‘ prefrontal leucotomy or ee | *, and to 
a lesser degree, by ‘electro-convulsion therapy’; whereby the 
memory of the ‘ Sin’ is ‘ cut off’ either by the surgeon’s brain- 
dissector or by the passage of the electric current through the 
brain-fibres. 

This last may possibly act by means of ‘coagulation’ of 
brain-cells which are in a state of ‘irritability’ or mild 
inflammation, arising from ‘psychic trauma’. (It is worth 
noting also that where * psychic trauma’ is already present in 
the form of ‘neurosis’, disease (physical) or injury from 
accident could conceivably accentuate state of ‘ irritability ’ 
and bring about * psychosis ’.) c 

In using the term ‘Super-Ego’ in the above formulations 
of mental mechanisms, I have done so in accordance with 
Sigmund Freud’s concept of the * Super-Ego’ as being related 
to the ‘ unconscious’ (or subconscious) mind,? and that it may 
be differentiated in many, if not most, por from the ‘ Ego- 
Ideal’, which is ‘more consciously formed ’.3 

This differentiation of the ‘Super-Ego’ from the ‘ Ego- 
Ideal’ is exceedingly important, even though some part- 
followers of Freud4* do not seem to look upon them as two 
mental components of different identity and origin. 

The ‘Ego-Ideal’ is a development within the structure of 
the ‘Ego’, whereas the ‘Super-Ego’ is not, but is an innate 
and thoroughly ‘unconscious’ component of the human 
personality until it is activated and omes evident in the 
growing individual as the natural inborn ‘sense of right and 
wrong’ or ‘good and evil’. 

Finally, I must mention that with reference to the word 
‘Sin’ that I have used, this should be differentiated into 
‘Fundamental Sin’ and ‘Induced Sin’. 

Under ‘Induced Sin’, I put such acts as, say, sifting brown 
flour in order to get white flour, when a law of the country 
declares ‘thou shalt not’. 

‘Fundamental Sin’ I hold to be set forth in ‘The Ten 
Commandments’; with their logical extensions given in the 
same reference book as used in schools, colleges, law courts, 
and private homes.® 


. McDougall, William (1936): Psycho-Analysis and Social 
Psychology. London: Methuen & Co. Ltd. 

. Freud, Sigmund: The Ego and the Id. 

. Hall, Stephen Barton (1949): Psychological Aspects of 
Clinical Medicine, Ch. 4, p. 88. London: H. K. Lewis 
& Co. Ltd. 

. Dicks, Henry V. (1947): Clinical Studies in Psychopathology, 
2nd ed., Ch. 2, p. 32. London: Edward Arnold & Co. 

The Holy Bible. Authorized Version. Oxford University 


J. J. de Villiers, M.B., Ch.B. (Edin.). 


wre = 


224, Brook Street, 
Brooklyn, 
Pretoria. 

26 August 1950. 


To the Editor: In my communication of 26 August 1950, I 
expressed views with which the complete Freudian may 


quarrel. However, in support of my views I shall quote 
shortly from a k by a complete Freudian, Dr. L. R 
Wolberg.' 


(a) ‘The exact mechanism that produces change is not 
entirely clear. However, the analyst-patient relationship acts 
to upset the balance of power between the patient’s ego, his 
conscience, and his repressed inner drives. The ultimate 
result is an expansion of the ego and a replacement of the 
tyrannical conscience by a more tolerant superego patterned 
around an identification with the analyst’ (p. 263). 

(b) ‘His (the patient’s) own conscience is m 
ey of a more lenient set of standards and Afjunctions ’ 
p. ‘ 
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(c) ‘The undermining of the superego and the strengthening 
of the ego give the patient courage to face his impulses ot 
hate. He becomes increasingly more capable of expressing 
rage openly ... As he resolves his hate and fear, he is likely 
to experience an onrush of loving emotions. Often these burst 
forth in a violent form, as in a compulsive desire for sexual 
contact’ (p. 282). 

(d) ‘Psychoanalysis aims at a drastic reorganization of the 
psychic apparatus. The conscience must be rendered more 
tolerant by being divorced from tyrannical standards intro- 
jected during the relationship with early authorities. Repressed 
inner strivings and conflicts must be purged from the un- 
conscious ... Freed from the need to reinforce repression, 
the self is enabled to proceed with the urgent task of fyl- 
filling, in an adaptive manner, basic psycho-biologic needs’ 

59). 


. 159). 
*Hypnoanlysis is psychoanalysis, performed in a con- 
trolled settin Hysterical and psychosomatic conditions 
are more easily influenced than character disorders’ (p. 169). 

(f) ‘The hypnotic state facilitates a replacement of the 
residual superego by that of the hypnotist” (p. 281).* 

(g) ‘In my opinion this freedom has a corrosive effect on 
the residual superego, serving eventually to dislodge it’ (p. 282). 

(h) ‘The patient’s superego is not eliminated by hypnosis; 
it is merely held in suspension. To a certain extent it is 
temporarily replaced by the hypnotist’ (p. 315). 

Dr. Wolberg gives also a reason for the relapse of cases 
treated by the Freudian technique :— " 

(i) ‘The more healthy standards introjected thro 
identification with the hypnotist are displaced again by 
habitual values and goals, which reanimate the neurosis’ 
(p. 258). 

—< the crux of the whole Freudian technique is given 
in the following: 

(j) One of the chief aims of rational psychotherapy is to 
render the conscience less tyrannical and to modify its values 
so as to permit the expression of impulses essential to the 
mental health of the individual. Perhaps the most important 
way in which this modification can be achieved is through 
acceptance of the analyst as a new authority whose standards 
subdue and ulitmately replace the old and intolerable ones. In 
the course of his relationship with the analyst, the patient 
tends to identify himself with the latter and to incorporate 
his more tolerant attitudes. The ulitmate result is a_re- 
arrangement of the dynamic forces of the personality and 
<a a reduction in the harshness of the superego’ 
(p. 281). 

The above excerpts from Dr. Wolberg’s book should show 
how ‘false’ sanity, as set out in my communication of 
26 August, can be and is produced by Freudian psycho- 
analytic technique; so that such technique, followed to its 
logical conclusion, can result in a sex-immoral or even a sex- 
amoral mental state in lieu of the pre-existing state of neurosis, 
psycho-neurosis, or psychosis. 
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J. J. de Villiers, 


224 Brook Street, M.B., Ch.B., Edin. 
Brooklyn, 

Pretoria. 

3 September 1950. 


Mepicat FEES 


To the Editor: On my return from holiday I found the new 
Tariff of Fees for Approved Medical Aid Societies on my 
table. To say that I was very disappointed is definitely an 
understatement. I wonder what the members of the com- 
mittee, who dealt with the matter, thought. I did not know 


up to date that the cost-of-living was going down; on the 
“contrary. was and still am under the impression that it is 
steadily rising. I do not mean certain goods, which perhaps 
some people consider luxuries, like suits made by expensive 


\ 
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tailors or costumes or dresses bought at expensive costumiers, 
or hats at expensive milliners. I mean the necessities of life, 
like bread, butter, cheese, potatoes, vegetables, fruit and ready- 
made clothes and underwear and so on. As you know your- 
self, one has to pay for the same more and more. — 

Now consider the wages and salaries of the artisans and 
clerks. So far as I see from our daily newspapers these people 
are always getting higher payment for their work. During the 
last few months there was an increase for the building workers 
and the leather workmen. The miners are asking for more 
and will get it. The distributive workers got more. Even 
the bank clerks and insurance employees got a rise. Why 
should we doctors alone make a sacrifice? The Medical Aid 
Societies should let their members pay in accordance with what 
they earn. I do not believe in their statistics, as one can 
prove anything and everything with statistics. I am certain 
that not a single member of any of the Societies smokes or 
drinks less than before or goes less often to the cinema. In 
other words they spend more for their pleasure. Therefore 
they can pay higher rates and pay more for their doctors. | 
am really sorry for the doctors who have many such patients 
since they lose 10% of their income now. I do not speak 
pro domo, as I have only four patients belonging to a Society. 


Hugo Baum. 
4 Melrose Mansions, 
Upper Portswood Road, 
Green Point. 
28 August 1950. 


THE CITIZEN AND HIS BLOOD PRESSURE 


To the Editor: Could you please give me some information 
about a disease called *‘ Blood Pressure’ that seems to be 
attacking the population with increasing virility? I had always 
thought that high blood pressure, like a high temperature, was 
a sign of disease—not a disease itself. But it seems that I’ve 
been wrong. ‘The doctor told me I have “ Blood Pressure ”’ 
is one of the most frequent opening gambits of patients who 
come to consult me; as if they’d say: ‘The doctor told me | 
was suffering from a high temperature.’ I remember one sad 
old gentleman, visitor to our town, who came to have the 
weekly check of his blood pressure made. When I asked 
him why he bothered, he seemed surprised. When I said that 
on principle I never gave my patients the blood pressure 
figures, his eyebrows nearly shot off his forehead. Anyhow, 
to please him I took his blood pressure (which was 7 
on account of a senile arteriosclerosis). Then I told him 
was not —s from ‘Blood Pressure’ or even from the 
fact that his blood pressure was et systolic and 
diastolic. ‘What, then, do I suffer from?’ he indignantly 
asked. ‘From knowing that you have a high blood pressure,’ 
I answered. Next day the old victim of ‘Doctor’s Pride’ 
called in to thank me for giving him a new outlook on life. 

*Doctor’s Pride"! That seems to me a good name for this 
disease of ‘Blood Pressure’ because there appears to be a 
certain type of doctor who thinks he has discovered something 
needing great diagnostic acumen when he finds that his patient 
has ‘Blood Pressure’. Nothing will do but that the doctor 
show off his ability by telling the patient all about it (the fact 
that he is making the poor patient an invalid for life seems to 
worry the physician not at all). Actually, any teenager could 
be taught to take the blood pressure—it is not much more 
difficult than taking a temperature. What seems beyond the 
reach of many modern physicians is how to handle their 
patients in view of the findings. I admit that there are 
occasions—such as in surgically treatable essential hyper- 
tension and some other conditions—when the doctor has to 
have a straight talk with the patient. In most cases, however, 
it seems to me that the patient is merely brushed off with 
“Blood Pressure’ in a spirit of bravado. 

McKenzie, the great cardiologist, is alleged to have said: 
“The stethescope is the most dangerous instrument ever 
invented.’ I venture to say that the haemodynamometer has 
superseded it in danger—to the patient. It would be interest- 
ing to hear the views of others on this thorny question. In 
my opinion the matter is worthy of an editorial. 


31 August 1950. 
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